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Cutter Solutions in SAFTIFLASKS 


are tested chemically, biologically 
and physiologically for assured safety 


Like the delicate vaccines and serums Cutter produces— 
Solutions in Saftiflasks must pass the most intricate tests 
before they get the blessing of our testing staff, which is 

entirely divorced from and unloved by “production.” 


Such “old-maidishness” on the part of Cutter testing 
experts sometimes sends hundreds of gallons of dextrose 
down the drain — but it assures solutions which you can 
feel safe in using. 


Simplicity of the Saftiflask set-up is a satisfaction to your 
staff, too. No tricky gadgets to hamper efficiency — little 
chance of a break in sterility. Your Cutter representative 
will be glad to demonstrate. 
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Breakfast and the 
Convalescent Patient 


After the skin has been closed and the 
patient returned to bed, healing of the 
operative wound and ultimate recovery 
depend upon a multiplicity of factors. 
Foremost among these is the nutritional 
state. Ample evidence makes it clear 
that during the period of postoperative 
surgical recovery, the metabolic need 
for protein and vitamins is sharply in- 
creased over normal requirements. Fail- 
ure to satisfy this demand results in 
retardation of the many processes in- 
volved in recovery. 

For these reasons, postoperative feed- 
ing is begun, and resumption of normal 
eating habits is encouraged, as quickly 
as possible. Hence breakfast becomes an 
important meal to the postoperative 
patient, not only to satisfy hunger but 
primarily because of the contribution it 
can make to total daily intake of essen- 
tial nutrients. 

Cereals enjoy an important place in 
the postoperative breakfast. Because of 


the large variety available, taste appeal 
is assured. Whether eaten hot or cold, 
together with milk and sugar, the cereal 
dish provides biologically adequate pro- 
tein, significant amounts of essential 
vitamins, minerals, and caloric food 
energy. The table of composite averages 
below indicates the nutritional compo- 
sition of the cereal dish composed of 1 
ounce of cereal (whole grain, enriched, 
or restored to whole-grain values of 
thiamine, niacin, and iron), 4 ounces of 
milk, and 1 teaspoonful of sugar. 


Calories 

Fre RPUOMANN ci'0! 10: ore:'eceloxoieietelereciais)> ™ 7.1 Gm. 
Rael E ovetetovctscavorere creievetn tote oisle cise 5.0 Gm. 
Carbohydrate 

Calcium 

Phosphorus 

MUONIR Gnas so beopletersiardiorecerersresrete 1.6 mg. 
WRMIERINNO 65 Ss sos cow e aie won 0.17 mg. 
WEP ONIRIVAND sco:s5, 010: es ersin eletore ste 0.24 mg. 
UN IG EIN S 66.6. sisi ei ose: ceie 600106 i 1.4 mg. 


The presence of this seal indicates that all nutritional statements 
in this advertisement have been found acceptable by the Council 
on Foods and Nutrition of the American Medical Association. 


Lt NGC. 
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If your Laundry Department were Closed 





Your Hospital could not function! 





WHAT would happen if your laundry department 
stopped working? No clean towels, no change of bed- 
ding, no uniforms for doctors and nurses, no sterile 
linens for operating and emergency cases. Your hos- 
pital would come pretty close to panic, wouldn’t it? 


Is your laundry department as efficient as it should 
be? No chance of old machines breaking down? Since 
the laundry means so much to every department, it 
deserves the time of the hospital’s top executives, to 
bring it up to date . . . to improve service, conserve 
linens and add to their wear . .. and to cut laundry 
costs with modern equipment and methods. 

It need not take much of your time, to find out 
what changes would do most for YOUR particular 
laundry department. We have experts trained to do 
that. A few facts from you to our Laundry Advisor, 
and he’ll do the rest.Why not make a date with him ? 
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4-Machine Laundry 
for small hospitals 


Che AMERICAN 
LAUNDRY MACHINERY 
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M. Burneice Larson, Director 


Some there are who believe that the 
Atomic Age is to be the last and 
that it will be characterized by 
brevity as well as violence. Some 
there are whose belief in the brevity 
of the Atomic Age is so sincere 
that they are making but dilatory 
efforts to plan a peace-time activity. 


Yet there have always been “End 
of the World” alarmists . .. and 
their philosophy has not contributed 
notably to the world’s welfare. We 
do hope that none among qualified 
hospital personnel has postponed 
letting us know of his or her avail- 
ability because of the belief that 
peace-time career planning is futile. 


On our roster are excellent oppor- 
tunities for qualified hospital ad- 
ministrators . . . for medical men 
and women who have specialized in 
some particular field . . . for the 
younger physicians interested in ob- 
taining training—for executive and 
staff nurses, scientists, laboratory 
workers, social workers, dietitians 
and nutritionists. If you are quali- 
fied for such an appointment, we 
hope you will write us. 


All correspondence is, of course, 
strictly confidential. Our services 
extend beyond continental United 
States. 


M. BURNEICE LARSON 
Director 
The Medical Bureau 


PALMOLIVE BUILDING 
CHICAGO 11 











NE OF THE HIGHLIGHTS of any 
Association president’s year 
in office is the Tri-State Hospital 
Assembly meeting in Chicago, 
which I had 
the pleasure 
of attending 
early last 
month. The 
meetings are 
packed year 
after year be- 
cause of Dr. 
Malcolm T. 
Mac Eachern’s 
unerring 
sense as a 
teacher. His programs are designed 
for hospital department heads. He 
knows what they want to learn, and 
how to assign topics so that the 
right points are covered—and the 
result is something resembling a 
three-day institute. 

The Tri-State Assembly is one of 
the several great achievements of 
Dr. MacEachern, and it was gratify- 
ing for me to learn that the wartime 
recess took nothing away from the 
sure-fire quality that has character- 
ized these meetings for many years. 

xk 

National Hospital Day came and 
went with the usual observance all 
over the nation. The work that has 
been done for hospitals through 
focusing public attention upon 
them one day each year must give 
those who have made the plans and 
done the work a fine glow of sat- 
isfaction. 

The character of the observance 
of National Hospital Day has 
changed greatly during the past 15 
years. I can remember when one 
carried old x-ray equipment, set up 
exhibits of ancient and modern 
hospital facilities in department 
store windows, and hand-posted the 


poo 


posters made by school children. 
This kind of back-breaking work 
still goes on, I am sure, because it 
is basic in obtaining participation 
of a large number of people, and in 
arousing the interest of those who 
would otherwise not be bothered. 

But hospitals today have so many 
more aids in obtaining the coopera- 
tion of the whole community—the 
films produced by the American 
Hospital Association and the Hos- 
pital Service Plan Commission; the 
American College of Surgeons; the 
printed aids made available by 
pharmaceutical houses; the atten- 
tion drawn to the significance ol 
the day by many national advertis- 
ers through the press, magazines, 
periodicals, and radio; the splendid 
work being done through the Pub- 
lic Relations Council of the Amer- 
ican Hospital Association, and of 
course, the continuing work ol 
Blue Cross in bringing the signifi- 
cance of National Hospital Day to 
the whole nation. 


I am sure, as you are, that we can 
have too many special days. ‘The 
observance of such days loses much 
of its point if the device is worked 
to death. But the hospitals of the 
United States and Canada should 
never forget the tremendous invest- 
ment in time and effort that has 
been made by the generation now 
active to bring the significance ol 
hospitals to the public on one day 
during the year. 

I salute the work of the Public 
Relations Council and the thou- 
sands of volunteers, who during 
this past month have been refresh- 
ing the public’s mind with useful 
health ideas. 


ra a a ; 

In a recent conversation with Dr. 
Claude Munger I was brought up 
to date on the subject of adminis 
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se Wax 


Said Hippocrates 


x Ana so his disciples did. Bandages “smeared with cerate (wax) and rosin” were 


used in treating fractures, and the practice persisted through the Middle Ages. 


It’s a Far Cry... Today’s casts are stronger, more 
comfortable, provide more positive immobilization. It’s 
a far cry from Hippocrates’ crude dressings to the scien- 
tific, efficient Curity Ostic Plaster line of bandages and 
splints. For with the Ostic line, precise anatomic mold- 
ing, controlled setting and more positive immobilization 
are possible in all types of casts. 


Better, Quicker, Cheaper. . . The new hard-coated 
Ostic Plaster Bandages wet out in three to four seconds, 
set in about seven minutes. Ninety per cent of the original 
plaster is delivered to the cast. Casts dry faster, too. You 
achieve greater final strength with fewer bandages, and 
save time because of speedy wetting out, setting and 
drying. . 

For stronger, speedier, less expensive casts of all 
types, rely on Curity Ostic Plaster bandages and splints. 


Curity Ostic Plaster Line - Bandages - Splints 


Deodorizing Bandages € oo 
Products of e 
ME Ce EEE: SLAC K ty 
Division of The Kendall —— Chicago 16 Curt : 





REG.U.S. PAT. OFF. 


ie ay 











JINE 1946, VOL. 20 








¢ P 
ern fl 
of Hollister 
Product... 


an illustrated circular in 
which is pictured the entire 
line of Hollister Birth 
Certificates. Other items 
of our service ate pictured 
and fully described. 
Items comprising the 
Hollister Birth Certificate 
Service ate listed below: 


Hollister Quality 

Birth Certificates 
Frames for 

Birth Certificates 
Perfected 

Footprint Outfits 
Long Reach 

Seal Presses 
Graduation Diplomas 

for Schools of 

Nursing 
Stationery for 

Hospitals & Schools 

of Nursing 








all hospitals. If not received by your 


We are mailing the file folder to 
hospital, please write for it. 


Franklin C. Hollistér-” 


ompan 
538 West Roscoe oo i y 
CHICAGO 13 
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trative internships. Dr. Munger, as 
most members know, directs Colum- 
bia University’s graduate course in 
hospital administration. This is a 
significant addition to the two ex- 
cellent undergraduate courses at 
the University of Chicago and 
Northwestern University, directed 
respectively by Dr. A. C. Bach- 
meyer and Dr. Malcolm T. Mac- 
Eachern. 

To earn a master of science de- 
gree at Columbia, students must 
complete one academic year of 32 
weeks in fulltime residence and one 
calendar year of supervised admin- 
istrative internship. I find that 25 
students are now enrolled, that 
some were encouraged to take the 
course by administrators who ex- 
pect to take them back as interns, 
and that the rest will be available 
in July for internship elsewhere. 

Dr. Munger plans to place these 
graduates with considerable care, as 
he should. The cooperating admin- 
istrators will be designated and rec- 
ognized as instructors in the course, 
and they will be expected to take 
their teaching responsibilities seri- 
ously. That is, the intern’s year is 
to be carefully planned so that he 
has opportunity for contact with 
all phases of the work. It is plan- 
ned that in exchange for his serv- 
ices, the intern will receive main- 
tenance and a modest stipend. 

The program is an impressive 
one from beginning to end. The 
official journal recently published 
a special section on education, and 
the point was repeatedly made that 
hospitals need more education of 
every kind. 

x * * 

Two rather interesting bits of 
news have come to my attention 
lately. We are all finding the em- 
ployment situation changing with 
great rapidity. Stuart K. Hummel, 
superintendent of Silver Cross Hos- 
pital, Joliet, Ill., was recently short 
of orderlies, as are we all. He ran 
an advertisement in the local news- 
paper and received 10 applications 
from very competent men with 
Army and Navy Medical Corps ex- 
perience. He was able to hire those 
he needed. 

Another item that interested me 
was a type of report that Ralph M. 
Hueston, superintendent of Hurley 
hospital at Flint, Mich., has worked 
out to assist in keeping his hospital 


trustees informed. He has for som¢ 
time subscribed to HospirTAts for al! 
his -trustees. Each month he sends 
them a mimeographed note calling 
their attention to articles that he 
thinks will be of interest, partic- 
ularly those bearing on problems 
in their own hospital. He says h« 
finds that they read these articles 
and that this is very helpful in 
increasing their knowledge o| 


‘what other hospitals are doing. |: 


would seem that other adminis 
trators might find this practice 
advantageous. 

x & * 

Too many hospital administra- 
tors discuss nursing problems with 
too casual an air. ‘oo many nurses 
also have an unrealistic attitude 
toward the position which the pro- 
fession should occupy. 

Much of nursing is indeed work 
that can be done by non-profes- 
sional workers, and the casual atti- 
tude toward their work of some ad- 
ministrators is justified to this point. 
Nursing also exists as a profession, 
however, and considering final re- 
sults, a good nurse deserves the 
thanks and the regard of the com- 
munity quite as much as the good 
doctor. At any rate, hospitals will 
face more and more of the spirit 
of trade unionism among nurses un- 
less something is done to recognize 
the professional nature of nursing 
service. 

Almost every meeting of hospital 
administrators that I have attended 
included considerable discussion of 
the nursing shortage. Yet nurses are 
returning from military service. 
And while it is true that current 
student nurses’ classes are greatly 
increased, there is no “shortage” in 
the sense that an insufficient num- 
ber of nurses have been _profes- 
sionally trained. 

Some hospital administrators are 
completely unsympathetic to the 
problem of the nurse—just as 
some are unsympathetic to the 
problems of the finance committee, 
the doctors or others with whom 
they work. By and large, however, 
the administrators want to do some- 
thing to help the nurse achieve 
what she wants. 
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doing one thing 


well... 


Concentrated attention upon every detail 
of the work in hand is one essential of fine 
craftsmanship. Doing one thing superla- 
tively well—the production of solutions 
for parenteral administration—has been 
the sole business of Loeser Laboratory for 
more than a generation. A complete line of 


AMPULS BY LOESER 


in the hospital pharmacy gives comfortable 

assurance of dependability in emergencies 

—of uniformity in everyday practice. 
Price list on request 


Loeser Laboratory Division 


THE WM. S. MERRELL COMPANY 
CINCINNATI, U.S. A. 
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...on publishing hospital data 
in newspaper advertising space 


to keep community informed 


The Question—Instead of or in conjunction with its printed 
report, do you believe a hospital might better serve the com- 
munity by publishing annually in newspaper advertising space 
a statement of its finances, activities and general progress? 


| 
| es 


PRINTED BOOKLETS EARN GOOD WILL 


I PERSONALLY am not in favor of 
using paid newspaper advertising 
space to make a report to the public 
on hospital operations for the year 
unless it is desirable because of lack 
of ability to get the report to the 
public in any other way. My aver- 
sion to paid space is that it makes 
pretty cold reading even when the fi- 
nancial and vital statistics are dressed 
up with feature material. 


If the newspapers are cooperative 
and will run a news story (prepared 
in professional newspaper style) it 
is far more advantageous to the hos- 
pital to have such an article tell the 
story of the hospital, bringing out 
phases that the administrator wishes 
to stress. 


In my opinion, the paid advertis- 
ing or the news story does not take 
the place of the printed booklet. The 
booklet is primarily designed to cre- 
ate good will among old friends and 
to create new friends for the hospital, 
rather than being entirely an ac- 
count of stewardship. 


Better than paid advertising to re- 
port on operations is a continuing 
program of public relations through 
the press, radio, talks before societies 
and clubs, in-hospital good will, etc. 
People generally are interested in the 
hospital in their community and will 
read or listen to whatever comes out 
about it. 


Such a continuous public relations 
program is worth more than an an- 
nual advertisement, or a printed 
booklet, although the booklet is one 
phase of the program which is es- 
sential. Some of the advantages of 
such a program are: 1, news stories 
can each be limited to one specific 
phase of operations; 2, more human 
interest can be woven into a limited 
story; 3, many more people may be 


20 


reached by use of more stories; 4, 
people are not allowed to forget the 
main theme: the hospital exists to 
serve the people in the community.— 
Lester E. Richwagen, superintend- 
ent, Mary Fletcher Hospital, Bur- 
lington, Vt. 


PAID ADVERTISING NOT 
PROPER METHOD 


Hospira.s, whether tax supported 
or voluntary—and these two classi- 
fications represent by far the largest 
percentage of the hospital beds in 
the country—are essentially charities. 
Beyond this they partake closely of 
the elements which enter into medi- 
cal practice. It seems to me that it 
is not compatible with hospital ethics, 
nor conformable with the dignity of 
charitable public agencies, to use the 
instrumentality which has come to 
be the means by which commercial 
agencies present their wares to the 
public. They can attain the same re- 
sults by other means. 


Newspapers, even the great metro- 
politan dailies, are as a rule eager to 
get complete news stories of hospital 
activities and progress. 

Small communities having one or 
two hospitals usually have no trouble 
in getting newspaper publicity for 
current or annual reports. In larger 
communities the hospital councils 
might present a compilation which 
would command reader interest of 
tremendous value to the newspapers 
and the public. 

Hospitals need to safeguard their 
present status. To engage in paid ad- 
vertising would, in my opinion, tend 
to commercialize them in the eyes of 
the public and to impair their posi- 
tion as charities—Joseph G. Norby, 
superintendent, Columbia Hospital, 
Milwaukee. 








PAID SPACE IS OFTEN 
ADVANTAGEOUS 


THE MEETINGS of our Board of 
Hospital Managers are open to the 
public, and it is regular practice for 
the two local newspapers and the 
local radio station to have reporters 
present at each regular meeting. It 
is my practice to submit the superin- 
tendent’s report in writing to the 
board each month. This report usu- 
ally covers a minimum of two pages 
and sometimes four. Copies are given 
to each reporter. 

In addition to such reports, I have 
almost daily contact with reporters 
from the two local newspapers and 
about one contact a week with the 
reporter from the local radio station. 

Because of our existing relations 
with the press and radio, I am not 
justified in recommending paid ad- 
vertising so far as Hurley Hospital 
is concerned. On the other hand, I 
have been superintendent of two 


‘ other hospitals where it was difficult 


to get our news stories into the local 
press. If I were superintendent in 
that kind of a situation at the present 
time, I would recommend paid ad- 
vertising because I realize the great 
advantage of getting the hospital 
news to the general public.—Ralph 
M. Hueston, superintendent, Hur- 
ley Hospital, Flint, Mich. 


CONTINUOUS PROGRAM 
OF RELEASES WISER 


WE PUBLISH a simple annual re- 
port for distribution only to our staff 
and other interested persons. The 
chief use of this report is for refer- 
ence. 

We reach the public through a 
continuous publicity program, in the 
course of which all significant inci- 
dents connected with our work, that 
we feel are of general interest, are 
circulated to a number of news- 


‘papers, Sometimes as many as two 


or three releases may be issued in 
a week, with photographs wherever 
pictures are appropriate. 

We feel that an institution which 
is so much a part of the life of the 
community deserves to be kept con- 
stantly in the public mind. Releases 
in the news columns are read with 
an open mind, since they appear only 
because in the opinion of the editors 
they have news value. Paid. adver- 
tising bears no such endorsement and 
is often regarded as sheer propa- 
ganda. “e 

This is particularly true of the 
financial statement, which to many 
people suggests “big business,” rather 
than the report of .a strictly service 
agency. 
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INSTRUMENT and UTENSIL 


STERILIZERS . . . DRESSING and INSTRUMENT 
which provide for complete utiliza- STERILIZERS... 


tion of available power and auto- Precision equipment of functional de- 
matic control of rate of heating. pendability. SMALL INSTRUMENT 
EXCESS VAPOR REGULATOR STERILIZERS in portable and cabinet 
eliminates losses usually sustained models featuring “burn-out-proof’ 
through wasteful creation and dis- safety. 

posal of steam. 











BULK STERILIZERS .. . 


the outcome of wartime engi- 
neering efficiency. Unexcelled 
for sterilization of dry surgical 
supplies, mattresses, bedding, 
etc. 


WATER STILLS... 


in which a thermometer permits 
operator to gauge performance 
at all times and to accurately 
adjust regulating valve. Provides 
safety against “burn-out” and 
cleaning simplicity that means 
longer periods of operation. 


AMERICAN STERILIZER COMPANY 


Erie, Pennsylvania 


i DESIGNERS AND MANUFACTURERS OF SURGICAL STERILIZERS, TABLES AND LIGHTS ak 
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We therefore believe that money 
is much more wisely spent through 
a continuous program of news re- 
leases than in paid advertising and 
that it probably receives an infinitely 
wider reading than would be possible 
for a printed report, no matter how 
broadly it was circulated.—F. Stan- 
ley Howe, director, Orange Memo- 
rial Hospital, Orange, N. J. 


ADVERTISING COLUMNS 
OFTEN OVERLOOKED 

I Do NoT BELIEVE that the hospital 
will receive the desired public rela- 
tions results by discontinuing the 


publication of its annual report and 
substituting newspaper advertising as 
the medium of placing its case before 
the public. Many individuals who 
would take time to read and study 
an attractive and interestingly pre- 
pared brochure would pass the ad- 
vertisement by in the newspapers. 


The hospital cannot always com- 
mand the choice advertising space 
claimed by regular advertisers. The 
hospital’s story is liable to be buried 
in a maze of advertising such as bank 
statements and insurance company 
yearly reports. Newspaper advertis- 
ing must be read with the current 





STOPPERLESS 


Combination 


WATER BOTTLE 


and ICE BAG 


*REG, U. S, PAT. OFF. 


Hospitals appreciate the two-in-one effi- 
ciency of Stopperless. Its wide mouth 
can be used safely for hot water or full- 
sized ice cubes. The safe, patented, leak- 
proof closure, without washers or 
stopples, is ready for instant use. Con- 
structed to withstand great weight and 
pressure, Stopperless is guaranteed not 
to leak. Dual use saves storage space and 
reduces inventory investment. 


RUBBER SUNDRIES DIVISION 


ik SEAMLESS 


NEW HAVEN 3, CONN., U.S.A, 


“aed. U.S. PAT. OFF. 


RUBBER Gonjeny 


FINEST QUALITY SINCE 1877 


issue. A hospital report can be per- 
used at leisure and perhaps filed fo. 
future reference. 

It would be far better to spend 
the energy in publishing an annual 
report that has an appeal, sending it 
to the individuals who should kno\, 
the hospital’s story. Such reports can 
be supplemented with healthy news- 
paper articles and if necessary with 
paid advertising but not by replacing 
the annual report. 

Remember also that if paid adver- 
tising is put in one newspaper it must 
be put in all newspapers through 
which the hospital in the past has 
been gaining favorable publicity if 
such publicity is to continue. The 
brochure, by being specifically di- 
rected to an individual, commands 
that individual’s attention; whereas 
there is always the possibility the 
story may be inadvertently over- 
looked in the newspaper.—Frank J. 
Walter, administrator, Good Samav- 
itan Hospital, Portland, Ore. 


HOSPITAL NOT IN SAME 
CATEGORY AS BANK 


I BELIEVE there is developing a 
trend toward comparing many phases 
of hospital administration to that of 
industry. Many of the advances in 
better management in industry, re- 
sulting in a better product and a 
higher quality of service can well be 
applied to many departments of the 
hospital. This is particularly true in 
cost accounting methods, job analy- 
sis and job classification, and _per- 
sonnel policies and practices. 

However, in the public’s eye, the 
hospital has been known always as 
a service institution—the welfare of 
the patient being the first considera- 
tion. 

Hospitals cannot be grouped in 
the same category as banks and other 
financial organizations whose pub- 
lished statements of assets and lia- 
bilities tend to alleviate any fears on 
the part of the public as to the safety 
of its money deposited and invested. 

If the financial statements of hos- 
pitals were published, this surplus 
would show as an asset. The reading 
public today is probably able to in- 
terpret a balance sheet of assets and 
liabilities; most readers do not, how- 
ever, possess sufficient information 
about hospital activities to justify the 
need of large surpluses in a non- 
profit institution. I believe that a 
published financial statement of a 
hospital would tend to change the 
public’s attitude toward the hospital 
and would tend to reduce philan- 
thropic donations.—Helen Robinson, 
director of study, Arkansas Hospital 
and Health Survey, Little Rock, Ark. 
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with Old Mother Hubbard? 


Old Mother Hubbard found her cupboard bare—yes! But as you watch your 
linen cupboards being reduced toward that state—why sympathize? 

ACT NOW-—+to protect and preserve your linens in these days of scarcity— 
with the fabric-saving laundering materials, processes and methods available 


from the HOUSE of H. KOHNSTAMM & CO., INC. 


New materials and methods to keep white goods white—free from grime, 
dirt, and stains—and sparkling clean—with virtually no loss of fabric tensile 
strength—are the postwar specialties we can now offer you. 

These laundering processes, products 
and methods are the successful results 
of both research and tests in our pio- 
neering laboratories plus long practical 
trials in actual experimental laundries. 
Many have been developed and per- 

fected to meet your specific 
problems. What are your prob- 
lems? We welcome your in- 
quiries — guarantee prompt 
response and complete satis- 
faction. 


BRANCHES 
“ATLANTA « BALTIMORE « BOSTON + BUFFALO + CINCINNATI 
CLEVELAND + DALLAS + DENVERs DETROIT + HOUSTON 
ANDIANAPOLIS * KANSAS CITY, MO.-LOS ANGELES 
“MINNEAPOLIS » NEW ORLEANS » OMAHA + FHILADELPHIA 
@'TTSBURGH «e! ST. UOUES= == SAN FRANCIS CO 


LARGEST MANUFACTURERS OF LAUNDRY SUPPLIES IN THE WORLD 
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Service From" Ffeadquarters | 


Librarian Participates 
In Veterans’ Survey 


Helen V. Pruitt, head of the Bacon 
Library staff, on leave of absence 
since early in May, was expected to 
resume headquarters work about the 
tenth of this month. Miss Pruitt has 
been participating in a survey of li- 
brary facilities in veterans’ hospitals. 

The purpose of the study which 
has been conducted by a small com- 
mittee under the chairmanship of 
E. W. MacDiarmid, Ph.D., librarian 
at the University of Minnesota, has 
been to appraise the library services 
of veterans’ hospitals. 


The survey originated at the re- 
quest of the Office of Special Services 
of the Veterans Administration and 
included patients’, medical, legal, 
historical and administrative libraries 


as well as the central Veterans Ad- 
ministration office in Washington. At 
its conclusion a report with commit- 
tee recommendations was to have 
been submitted to the administration. 


Call for Convention 
Reservations Issued 


Letters reminding administrators 
of member hospitals to notify the 
Association’s Convention Housing 
Bureau of their convention housing 
needs have been sent out by the ex- 
ecutive director. 


With an acute shortage of hotel 
rooms throughout the country the 
Association considers itself fortunate 
in being able to have a substantial 
block of rooms set aside. These are 
distributed among 34 hotels in Phila- 
delphia. It is expected, however, that 
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St. Joseph's Infirmary, Atlanta, Georgia, is one of the forward-looking institutions 
planning its new program with the help of Hospital Consultants. Above you see the 
new hospital building that is planned as the first step in their expansion program. 


Is YOUR hospital handicapped because of obsolete buildings . . 


. out of tune with the 


times? Our firm of hospital consultants, with their intimate knowledge of modern 
design and efficiency to be obtained through proper arrangement of departments and 
equipment, is in a position to give you help on your expansion program. 


If you would like to know how a trained consultant from our organization can help 


you, write us. 


OFFICE OF WILLIAM HENRY WALSH, M. D. 


Hospital a er (en) 


612 N. Michigan Ave., Chicago 11, II. 


Charles E. Remy, M.D., Director 
Fellow Amer. Psychiatric Assn. 


Charter Fellow American College 
of Hospital Administrators 


Floyd A. Blashfield 
Associate Director 


Member American Association 
of Engineers 





the number now on reserve will prove 
to be inadequate. Also, attempts t 
obtain any large number of singl: 
rooms have been unsuccessful. 

To quote from the letter, “. . . al 
most no single rooms are availabl« 
and it is imperative that member, 
plan to use twin-bed rooms and 
double-bed rooms insofar as possible. 
. . . We urge, therefore, that in re- 
questing reservations members plan 
hotel accommodations on this basis.” 


Ode on Good Hospital 
Public Relations 


The following versified story of 
public relations is self-explanatory: 
P ublic Relations, I’m sure you will 
find, 

E volve from a hospital’s heart and 
its mind. 

R emember it’s not what you print 
and say. 

S urely good will is not won in that 
way. 

O nly by ~ kindness 
shown, 

N ursing and treatment as persons 
alone, 

A nd skill, will you win the desired 
approbation 

L ove and respect of the whole 
population. 


continually 


R eams of literature, notes in the 
press, 

FE. nd with the reading, you have to 
confess. 

Lavish facilities will equal never 

A kind understanding and earnest 
endeavor. 

T herefore it’s plain, if you're 
wanting to win 

7 ncreasing good will the place to 
begin 

O n public relations is not on the 
whole— 

N ot on the multitude; but on each 
soul. 

S tart with each patient. You'll 
soon reach your goal. 

J. H. 


Employee-Education 
Posters Soon Ready 

Proof of the first of a series ol 
employee-education posters has been 
received from the printers and sam- 
ples will be distributed to members 
at an early date. Many administra- 
tors are of the opinion that by com- 
bining use of the posters, the sound 
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Inexcelled Quality 


Through the years, discriminating surgeons have justified 
their confidence in instruments bearing the Kny-Scheerer 
trademark. By long experience they have come to regard 
this hallmark to be as indicative of superior quality as 
“STERLING” on silver. This symbol proclaims the integrity 
of the manufacturer . . . it identifies instruments of cor- 
rect technical design, micrometric accuracy and functional 


dependability. 


Kny-Scheerer instruments are built up to a quality .. . not 
down to a price. Carefully selected metals and advanced. 
production methods contribute to long periods of instru- 
ment life and satisfactory performance . . . equal in every 
respect to the finest instruments formerly imported. Today 
—as in years past—surgeons demand the unexcelled qualities 


K-S instruments afford. 


Available through responsible dealers everywhere 


KNY-SCHEERER CORPORATION 
21-09 Borden Ave. Long Island City 1, N. Y. 





film, “As Others See Us,” and brief 
discussions with employees, specific 
results in improved public relations 
can be effected. 

A fitting climax to an employee- 
education program is the presenta- 
tion of service pins to employees who 
have been with the hospital for pe- 
riods of three or more years. Com- 
mercial establishments have found 
the practice of recognizing service 
rendered by employees to be good 
business. Hospitals using the service 
pins report similar results. These are 
available upon request to the Council 
on Public Relations, 18 East Division 
Street, Chicago 10. 


Many Hospital Day 
Kits Requested 


Requests for 272 additional Na- 
tional Hospital Day publicity kits 
were received in the Public Relations 
department for use in special pro- 
grams on May 12. Also, 90,000 copies 
of the booklet, “The Hospital—Your 
Hope for Health,” were ordered for 
distribution to the general public. 

While the material and sugges- 
tions contained in the kits have been 


widely acclaimed by National Hos- 
pital Day committees and others in- 
terested in developing and coordi- 
nating hospital day programs, the 
Public Relations staff invites sugges- 
tions and ideas for improving and 
expanding this program in 1947. 
The Dominican Republic appar- 
ently is the first nation to issue a 
special National Hospital Day stamp. 


State Associations 
To Receive Manual 


Copies of the recently completed 
“Manual on Organization of State 
Hospital Associations As a Fulltime 
Endeavor” will be mailed to secre- 
taries of state hospital associations 
at an early date. A project of the 
Council on Association Relations, 
the manual is intended to serve as 
an outline of such information as 
might prove generally helpful to 
state associations contemplating 
fulltime direction. 

The material was compiled by 
the following as a special commit- 
tee: Chairman S. Hawley Arm- 
strong, executive secretary, Hos- 


pital Association of Pennsylvania, 
Carl P. Wright, administrator, Gen 
eral Hospital of Syracuse; Thoma 
F. Clark, executive secretary, Asso 
ciation of California Hospitals, San 
Francisco, and Kenneth William- 
son, secretary, Council on Associ: 
tion Relations. 


Reconversion Creates 
An Editorial Pain 


Members of the official journal’s 
staff believe they are now hardened 
against any further blows that can 
be dealt out in the name of recon- 
version. 

A work stoppage in Chicago print 
shops last fall caused editorial opera- 
tions to be set back three weeks, and 
the entire winter was devoted to 
regaining that lost ground. All but 
three days had been regained by May 
1, whereupon the national coal crisis 
drove Chicago print shops down to 
40 per cent of normal production. 
As this was written no one could even 
guess what the new complication 
would do to the publication dates of 
all magazines published in Chicago. 
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mopping need the protection of Neo-Shine’s wax film for greater cleanliness 
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withstands dripping water and continuous wet mopping. Moreover, Neo-Shine 
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To get cleaner, more sanitary and better-looking heavy duty floors, apply 
Neo-Shine. It can be used with perfect safety on all types of flooring. 
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An Experience Report on Switching From 
PEROUISITES TO CASH 


«“TYERQUISITES” always struck me as 

P. high sounding word meaning 
much, even though I regret that at 
times in some places it referred to 
a bed in a dormitory and three 
rather poor institutional meals 
each day. 

On the other hand, in most of 
our hospitals it meant security to 
many people, plus enough cash at 
the end of each month to buy 
clothes, entertainment, insurance 
and even tobacco and liquor. Some 
of the long serving porters and or- 
derlies in my hospital have passed 
away intestate, leaving large sums 
in cash or banks after years of serv- 
ice with only a small cash payment 
each month. I am afraid, however, 
that the vast majority of our people 
never properly evaluated the per- 
quisites. ‘They figured that the 
buildings and beds came from our 
fairy godmothers, the philanthrop- 
ists; the laundry didn’t mean any- 
thing because we had a laundry 
anyway; and the food and its service 
came from nowhere in particular— 
perhaps from God. And since we 
had to serve so many people any- 
way, what could their meals mean 
in costs? 

Then came the war and wartime 
wages in industry—practically a for- 
tune each week in the minds of 
some of the hospital people. None 
figured that it cost more to live, to 
slecp, to eat—and that perhaps hos- 
pitals had to pay more for these 
items. Practically none of them fig- 
ured that there was no federal in- 
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come tax deducted on account of 
their maintenance—a tax that in- 
dustrial workers had to pay. It was 
difficult to prove to these people 
that they were not as badly off as 
they supposed. 

Nevertheless, a few of the hos- 
pitals in New York City—as well as 
others in other parts of the country 
—began to believe we in hospitals 
should no Jonger be in a vulnerable 
position in the matter of wages. 
Trade unions, on entering hos- 
pitals, continually used the cash 
payment as though it were the sole 
payment to hospital employees. Not 
only was the public fooled by these 
statements, but labor arbitration of- 
ficials were either hoodwinked or 
failed to evaluate maintenance 
properly in reaching their decisions. 
Hospitals in New York State pay 
workmen’s compensation insurance 
on employees on the basis of $0, 
for three meals, whereas another de- 
partment of the state fixes $15 as 
their value in determining min- 
imum salaries for laundry workers. 
The same ratio applied in valuing 
the room provided. 

Therefore, it was high time that 
we in hospitals gave consideration 
to paying our workers entirely in 
cash. By so doing, clerks, mainte- 
nance workers and others could com- 


pare their salaries with what might 
be secured elsewhere. Then there 
could be further comparisons—sick 
care without cost, and ability to 
purchase meals in the hospital be- 
low cost—and far below prices out- 
side—and without the necessity of 
tipping. Personnel directors and 
superintendents of hospitals could 
keep down blood pressure in not 
having to explain the value of 
maintenance to people who could 
not understand. 


Let me tell you how we arranged 
payments in my hospital. 


First, we had to bear in mind 
that, in order to give an employee 
enough for his meals and leave 
him no worse off than before, we 
had to give him 120 per cent of 
what we figured his meals would 
cost at our cafeterias. Remember 
that approximately 20 per cent of 
salaries last year was withheld for 
income taxes. In other words, in 
order to carry out this plan, the 
hospital—a charitable institution— 
had to make a contribution to 
Uncle Sam. To give an employee 
$30 per month for food, we had to 
give him $40, in using a round fig- 
ure, so that he had $32 left. 

In my hospital we used the fol- 
lowing schedule in general—$10 for 
breakfast; $15 for dinner (served 
at noon) and $10 for supper or $35 
per month. Interns and residents 
were given $45 per month, with no 
tax deductions. Interns have always 
maintained that they needed four 


35 





meals each day, because they work- 
ed nights, too. 

There were some _ difficulties. 
Some clerical workers, living alone, 
claimed allowance for three meals 
a day. Said they always had them, 
even though they worked only 
seven hours. We never were par- 
ticular or exacting in this matter. 
This was straightened out with fair- 
ness to all but it did mean an in- 
crease in payroll which we had not 
counted upon. 

Student nurses were at first given 
books of tickets in varying denom- 
inations. We learned that this did 
not work out well, as they used the 
tickets intended for time off or ill- 
ness periods with gay abandon, 
sometimes ordering all the expen- 
sive items on the menu or treating 
their friends to meals by using the 
surplus tickets. 


Adjusted Payment 


Because of the cadet nurse pro- 
gram and a large increase in the stu- 
dent body, only a handful of grad- 
uate nurses had rooms in our 
nurses’ home. The others were paid 
$30 per month in lieu of a room. 
On this they would naturally pay 
income tax. We therefore figured it 
only proper that those who lived in 
also pay $30 per month and their 
share of taxes and we added $30 to 
their salaries. Each month they 
now pay back to us $30 for room 
rent if they live in. The hospital 
is now a landlord and in a better 
position than other landlords in 
that we can always collect the rent 
by deduction from the pay check. 
However, I must say that this occa- 
sion has never arisen. 


We continue to supply laundry 
service to all nurses—living in or 
out—without charge. 

We do not have any other female 
help living in. The men who live 
in are charged $15 per month for 
room. This is deducted from their 
pay checks. They are mostly por- 
ters, orderlies and elevator oper- 
ators—a roving population, as you 
know—and not a group on which 
we could depend to come in and 
pay rent the day after pay day. 
We're sometimes lucky if they just 
come in. 


In this group we ran into an- 
other difficulty. Some of them quick- 
ly spent their pay and, as we pay 
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twice a month, they would see long 
periods of starvation ahead unless 
someone gave or loaned them the 
money for meals. At first we gave 
them cash in advance, because we 
needed them. Often this cash would 
quickly go for liquid refreshment 
and they would come back for 
more. We then determined upon 
the use of books such as we first 
gave to student nurses, and we now 
give those needing advances $5 
books of meal tickets, not negoti- 
able at any bar, to our knowledge. 

Needless to state, we do not have 
this difficulty with graduate nurses, 
clerks or the mechanical workers. 
I must admit, however, that a heavy 
poker game in the interns’ quarters 
is sometimes followed by a request 
for an advance in meal money. 

Special duty nurses are paid $8 
for eight hours duty and $12 for 
twelve hours duty; that is, $1 per 
hour, in addition to meals. The 
large hospitals in New York City 
have generally collected from the 
patients, plus 50 cents per meal, 
and paid and guaranteed payment 
to the specials. Under our new feed- 
ing arrangements, we collect the 
usual $1 for the two meals of eight 
hour nurses and $1.50 for the 
twelve hour nurses. We then pay 
the eight hour nurses $8.80 and the 
12 hour nurses $13.20 per session, 
deducting 10 cents per meal for the 
hospital expense in collection and 
possible failure to collect from the 
patients. 

There are several points to re- 
member in starting this system of 
all cash payments: 

1, The hospital must have proper 
cafeteria facilities, not only to pro- 
vide quick service, but to indicate 
prices, give a sufficient number of 
choices of each item and provide 
arrangements for quick and accu- 
rate payment with proper safe- 
guards against loss of money due 
and collected. 

2. It is necessary to have cashiers 
for the four daily meal periods, 
seven days each week. 

3. In calculating the amount 
given in cash which might be re- 
turned as cafeteria income, a large 
allowance should be made for the 
many who formerly ate two or three 
meals per day who will bring in 
lunch and not patronize the cafe- 
teria at all. Our first years’ income 
from the cafeteria amounted to 


about half the amount we added 
to salaries for meal allowances. The 
room rent income, of course, fully 
reached expectations. 

4. You will not please all your 
workers by this move. Some realized 
the full value of what they received 
before. Strangely enough, our spe- 
cials_ generally prefer the oid 
method. 

5. This is going to add to hos- 
pital costs. 

6. The food must be good. How- 
ever, our experience—and that of 
three other large hospitals in New 
York—taught us the following: that 
employees generally are much hap- 
pier. The superintendents do not 
ever hear any complaints about 
food, except an occasional gripe 
about the lack of butter or the 
microscopic size of the piece given, 


Pleased by Results 


Requests for increases are far 
fewer because, if the previous sala- 
ries were anywhere near fair, they 
now show up as comparable to most 
salaries paid elsewhere. People are 
pleased because they can eat what 
they want. They do not have to ac- 
cept.a full meal when they wish 
only a sandwich—and that is all 
they pay for. By serving a variety 
of food items the dietetic depart- 
ment can use up leftovers by dis- 
playing them to those who might 
prefer them. This was not possible 
when all received the same meal. 
The cash registers give a continuous 
count of meals served, making for 
better cost accounting. 


Those who try to please everyone 
usually end up by pleasing only a 
few. I feel that we have pleased a 
large majority of our workers and 
that this system will eventually be 
followed in practically all large 
hospitals. It is not simple to pro- 
vide variety in very small hospitals. 
However, smaller hospitals might 
consider a flat price per meal. 

It is human to value the things 
we get for nothing, not at their 
worth, but at their cost, which is 
nothing. Therefore, we appreciate 
more those things for which we pay. 
Voluntary hospitals are not  busi- 
ness enterprises, but more and 
more, they must emulate business 
if they are to survive. Full cash pay- 
ments to workers is an important 
step in this direction. 
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DeterminingFUTURE 
SERVICE by Community Need 


HE EXIGENCIES OF WAR have pro- 

duced a nationwide need for 
more hospital beds, and as a con- 
sequence hundreds of hospitals are 
in the process of making plans for 
expansion of their overloaded facil- 
ities. In preparing for this expan- 
sion, all hospitals are faced with 
‘the question of how many addi- 
tional beds and related services will 
be necessary to satisfy the hospital 
needs of the communities which 
they serve. 

Not only do their plans depend 
upon the present needs of their 
communities, but they should be 
geared as far. as possible to the fu- 
ture changes which may occur in 
these areas. If the population of a 
community is increasing, then the 
bed capacity of its hospitals must 
be increased accordingly. But if the 
population is decreasing or is sta- 
bilized, then no increase in hospital 
beds will be necessary beyond that 
involved in meeting current re- 
quirements. 

The Ball Memorial Hospital in 
Muncie, Ind., is no exception to the 
national rule, and it has been ap- 
parent for some years that the in- 
stitution’s bed capacity must be en- 
larged. In evaluating postwar needs, 
we were fortunate in having at 
hand a complete record of all hos- 
pitalization in Delaware County 
in which Muncie is situated. These 
records taken together with counts 
of the county population since 
1890 we felt should give us not 
only a satisfactory basis for the cal- 
culation of the hospital require- 
ments of the present, but also for 
a reasonable projection of the 
needs of the future. 

We are presenting the analysis of 


This paper is issued jointly from the 
Ball Memorial Hospital, Muncie, Ind., 
and the Department of Biostatistics 
(Paper No. 227) of the School of Hy- 
flene and Public Health, The Johns 
Ho} kins University. It was also read by 
Nellie Brown before the Tri-State Hos- 
a dita meeting at Chicago, 
May 1-3. 
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these interrelated figures on hospi- 
tal and population growth in the 
hope that this approach to the 
problem may be useful to others 
in the hospital field. 

A brief description of the hospi- 
tal and community for which this 
study was made is necessary as a 
background. The Ball Memorial 
Hospital has a bed capacity of 247, 
and is the only hospital in Dela- 
war County. The county has a pop- 
ulation of approximately 78,000. 
Muncie, the county seat, in which 
the hospital is situated, has a popu- 
lation of approximately 55,000. 

In Table I is given the popula- 
tion by decades as accounted for in 
the United States Census Reports 
from 1890 to 1940, with an esti- 
mate of the population in 1943 as 
found in a report from the Muncie 
Chamber of Commerce. In Table 
II is shown the number of beds 
available in the county by single 
years since 1922 together with the 
corresponding average daily census 





TABLE | 


Delaware County Population* 





Population 


30 131 
49 624 
51 414 
56 377 
67 270 
1940 74 963 
1943 (Est.) 77 963 


*United States Census Reports for 1890 
to 1940. Estimate for 1943 by Muncie 
Chamber of C ce. 


Year 


1890 
1900 
1910 
1920 
1930 




















and the percentage bed occupancy. 
These figures are the basis of the 
following analysis. 

It must be recognized that the 
increase in hospital patient load, 
familiar to every hospital adminis- 
trator, comes about from two quite 
different forces. One of these is the 
increasing complexity of medical 
practice and its effect on hospital- 
ization. The other is the increasing 
size of the population itself. There- 
fore, estimations of beds needed in 
the future must take into account 
not only the need of the people to 
have their medical service in the 
hospital, but also the number of 
persons whose needs must be met. 

Tables I and II throw light on 
both these issues for the Ball Me- 
morial Hospital. The past trend of 
population growth gives us a basis 
for future estimations of popula- 
tion. The past growth of hospital 
population expresses the combined 
effects of growth of hospital facili- 
ties, increased use of these facilities 
and growth of population, and can 
be used to estimate future growth 
provided due account is taken of 
the population forecasts. 

In getting at the future estimates 
for the hospital, the first step was 
to study the population growth of 
the county. A logistic curve which 
has been found satisfactory to de- 
scribe the growth of many popula- 
tions' was derived for Delaware 
county. This curve was used to cal- 
culate the population values to be 
anticipated in the future. 

The daily hospital population 
was then considered as a subsidiary 
population dependent upon the 
general population. Under this con- 
cept, the growth of the hospital 
population may be treated as a 
“saturation” process whereby the 
initial increase of the hospital pa- 
tients, when the hospital service is 
first available to the county, is very 
rapid, but as the number of beds 


37 
























Le : 
B50 
«B40 
me 
2 30 
to 
o - ———+ _— - 
yes 1890 $500 1510 1920 330 ~—«tS40 1950 ~~*S«US60 1970 1980 


Y € A RFR 5§& 
GROWTH IN DELAWARE COUNTY POPULATION 








FIGURE | 










wol EQUATION OF FITTED CURVE 





UPPER Limit = 428, = 


¥ a SS 
A+ 286.6 ST gs is 
_ WHERE Y = AVERAGE DAILY CENSUS 
AND X= YEARS FROM 1900 

















1900 i910 1920 1930 = #940 4950 1960 1970 1980 
Y © A @ 
. GROWTH IN AVERAGE DAILY PATIENT CENSUS, BALL MEMORIAL HOSPITAL 
FIGURE II 











UPPER LIMIT =<: 3.2 





ee 


1900490 1920 1930 40s 1950 1960 1970 1980 
YvoS& A Ros — 











* 


GROWTH OF AVERAGE DAILY PATIENT CENSUS PER 1000 POPULATION OF DELAWARE COUNTY 











FIGURE III 


corresponds with community needs 
the growth in hospital population 
is determined by the growth of tlic 
population itself. When this state 
is reached the population is said ‘0 
be “saturated,” or in this case, ade- 
quately served, as far as hospital 
beds are concerned. To determine 
the actual number of hospital pa- 
tients to be expected, an appropri- 
ate saturation curve? was fitted to 
the observations on average daily 
census, and the future course of 
this curve furnished the required 
estimates. 

With the future number of hos- 
ital patients estimated, the beds re- 
quired can be determined under 
any desirable level of percentage 
of bed occupancy. We can also by 
straight division get future esti- 
mates of beds per 1,000 population 
and hospital patients per 1,000 pop- 
ulation. 

The results of these successive 
steps in the estimation follow: 

Fig. 1 shows the population of 
Delaware County as observed and 
as estimated for the future. The cir- 
cled points are the observations of 
Table I, and the smooth curve rep- 
resents a logistic fitted to the obser- 
vations. The equation of the curve 
is given on the graph. The promi- 
nent jump in the observed popula- 
tion between 1890 and 1900 was un- 
doubtedly due to the natural gas 
boom, but it proved to be a tempo- 
rary divergence from the general 
trend characteristic of the growth 
over the past 50 years, and the 1900 
and 1910 values were therefore ex- 
cluded from the analysis. 

The fitted curve indicates an up- 
per limit of population of 110,000 
and a basic rate of growth of 3.47 
per cent per year, which is almost 
identical with that of the United 
States as a whole. This basic rate is 
that at which the population begins 
its wave of growth and determines 
the speed with which the popula- 
tion attains its growth. The growth 
would be estimated to be a little 
over 70 per cent complete at the 
present time. 

Fig. 2 shows the observed average 
daily hospital population from 
1922 to 1944 (circled points). Al- 
though there is some variation in 
the figures, probably associated 
with.economic conditions, the gen- 
eral trend is quite regular. 

The curve fitted to these observa- 
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tions has a more complex equation 
(See Fig. 2) than that previously 
determined because of its depend- 
ence on the general population 
curve. One of the rate constants, 
3.47, is in fact that of the general 
population growth. In other words, 
this equation incorporates the pop- 
ulation growth within it and comes 
about from considering the hospi- 
tal population as an increasing pro- 
portion of the general population. 

The upper limit of the average 
daily census predicted by this curve 
is 428 persons, as compared with 
the 1944 value of 227. The initial 
rate of growth, 14.4 per cent per 
year, is more than four times the 
corresponding population growth 
rate. This rapid rate represents con- 
formity to the needs of the county 
for hospitalization. As the gap be- 
tween needs of the people and beds 
available is filled, the growth pro- 
ceeds at a less rapid rate, eventually 
just keeping pace with the growth 
of population. 

The change in rate of growth in 
the number of hospital patients as 
well as the comparison with popu- 
lation growth rates is demonstrated 
when these two growth curves are 
plotted on ratio paper. It can be 
shown that the rapid rate of growth 
of the number of hospital patients 
relative to that of population may 
be expected to continue for some 
time into the future, and it is not 
until about 1960 that the curves 
become approximately parallel, in- 
dicating that the hospital census in- 
crease merely reflects that of the 
population growth. 

Dividing the calculated values of 
the daily hospital population by 
those of the population of Dela- 
ware county gives the trend of aver- 
age daily census per 1,000 popula- 
tion. This is shown in Fig. 3. The 
three observed points at 1930, 1940 
and 1943 are plotted as circled 
points and agree very well with the 
curve. The upper limit of this ratio 
is 3.9 patients per 1,000 population 
as compared with 2.5 in 1943. 


COMMENT 

From the point of view of admin- 
istrative planning, the calculated 
average daily patient census for the 
next few years should be most use- 
ful. In interpreting these figures it 
is of interest to note that the num- 
ber of patients has increased more 
rapidly than the number of beds. 
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TABLE Il 


Hospital Beds and Average Daily Census in 
Delaware County (Ball Memorial Hospital) 





Beds 


Average Daily 


Per cent 


Census Occupancy 





58 
58 
62 
62 
62 
74 
74 
142 
142 
142 
142 
142 
142 
142 
142 
224 
242 
242 
242 
242 
247 
247 
247 











30.4 52 
39.2 68 
36.9 60 
39.6 64 
46.8 75 
55.1 74 
64.0 86 
63.3 45 
79.0 56 
88.7 62 
80.7 57 
78.4 55 
91.4 64 
102.2 72 
114.4 8I 
146.2 65 
156.6 65 
154.0 64 
168.4 70 
181.2 75 
193.8 78 
197.5 80 
226.5 92 











This is seen by the percentage bed 
occupancy given in Table II. This 
was 56 per cent in 1930, 70 per cent 
in 1940, 80 per cent in 1943 and g2 
per cent in 1944. 

In terms of whatever value of 
this percentage is considered satis- 
factory from the administrative 
point of view, it is possible to 
estimate the beds needed from the 
predicted average daily census. For 
example, for 1950 the predicted 
daily census is 260.3. ‘Taking 75 per 
cent bed occupancy as the desirable 
figure, it would be estimated that 
347 beds would be required to 
meet the 1950 patient load, an in- 
crease of exactly 100 beds over the 
present number. This would mean 
4.2 beds per 1,000 population at 
that time. On the same basis the 
eventual requirement for 428 pa- 
tients would be 571 beds or 5.2 per 
1,000 population. 

These forecasts of future hos- 
pital service are determined on the 
basis of past growth in number of 
hospital patients and past growth 
and future estimates of general 
population. If a violent change 
should occur in the population 
number, or in conditions affecting 
the demand for hospital service, 


the predictions would have to be 
modified. For example, a new hos- 
pital development elsewhere in the 
county would necessarily affect the 
demands for service at Ball Memo- 
rial, or a drastic change in methods 
of hospital payment might result 
in increased demands for service. 
But if we may assume that this hos- 
pital will in the future continue its 
development relative to the county 
as in the past, the future course of 
hospital population should be well 
estimated by the derived curve, and 
therefore this prediction which in- 
corporates the evidence available 
furnishes a basis for planning an 
expansion program. 


It is obvious that the method ap- 
plied to this case is contingent up- 
on the ability to relate the hospital 
directly to the population served. 
It can be applied to other areas 
only when this condition is ful- 
filled. 
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POLIOMYELITIS AND HOSPITALS: A BURDEN 


WHENEVER AND WHEREVER poliomyelitis strikes, 
a staggering burden confronts one or more hos- 
pitals in the community. Frequently, the hos- 
pital called upon to open its doors may lack the 


special facilities and specially trained personnel 
required. Often it cannot even find enough 


space for polio patients without crippling its 
routine but still essential services to other 
patients. Often its financial resources are 


strained. Often the community and its hospi- 
tals need some outside help. ¥% Since its incey- 
tion several years ago the National Foundation 
for Infantile Paralysis has been working out 
procedures designed to supply whatever is 
needed to minimize the suffering caused by 
poliomyelitis. On the request of the American 
Hospital Association, the national foundation 
has gathered together the instructive material 





7. ARE INNUMERABLE prob- 


lems that may be encountered in 
the organization of community fa- 
cilities for the care of infantile 
paralysis. These may vary in rural 
and urban areas, with geographic 
location and with the intensity of 
epidemics. Such factors represent 
only the most general variants. A 
situation may arise, as it has in the 
past few years, in which there is a 
shortage of all three basic require- 
ments — bed facilities, equipment 
and trained personnel. 

There are probably no two lo- 
calities that pose identical provlems 
and, therefore the person charged 
with the responsibility of organiz- 
ing facilities must first survey the 
field. This survey must be carefully 
planned and executed and _ all 
details concerning the situation 
analyzed. The organizer must know 
first the intensity of the outbreak, 
then the proportions of very 
sick, paralyzed and non-paralyzed 
patients. 

He must have a knowledge of the 
availability of hospital beds and 
equipment such as iron lungs, aspi- 
rators, hot pack machines, wool and 
rubber sheeting for hot packing. 
He must know whether doctors and 
nurses are available in the area and 
the medical profession’s attitude 
toward modern methods of therapy. 
He must know something about the 
doctors’ qualifications in the pro- 
motion of these methods of ther- 
apy and these same stipulations 
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are applicable to the nurse and 
physical therapist. 

If the organization of community 
facilities is delegated to a repre- 
sentative of an unofficial agency— 
for example, of the National Foun- 
dation for Infantile Paralysis—it is 
important that the person realize 
he is acting in an unofficial capacity 
and that the work he is doing can 
be looked upon as the real and offi- 
cial responsibility of existing off- 
cial agencies. Acting as an advisor 
and liaison agent between local 
official and unofficial agencies repre- 
sents the best approach to the prob- 
lem, in my opinion. This may well 
be referred to as the public and 
medical relations aspect of the work 
and certainly it is a phase that can- 
not be overemphasized. 

Although the problems indicated 
here may vary with each area, there 
are certain basic problems that a 
worker must face in virtually any 


section of the country. These prob- 
lems enumerated here are based on 
actual experience in organization 
and field work; they also represent 
situations which may have been en- 
countered by a staff of medical, 
technical and lay persons employed 
by the National Foundation for In- 
fantile Paralysis, which has been 
assisting local governmental bodies 
in meeting epidemic conditions. 

The preliminary investigation of 
problems facing the community 
should include data on incidence 
of the disease, potentialities of 
spread, expediency of handling 
cases and information concerning 
the availability of hospital and 
trained personnel. 

It is good procedure to organize 
a local committee. This committee 
may be looked upon as an advisory 
or administrative committee whose 
principal responsibility would be to 
help in coordinating all community 
services and activities, medical and 
non-medical, for the better care 
of persons afflicted with infantile 
paralysis. 
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THAT CAN BE MINIMIZED IN 1946.. . 


that follows in this special section. It comes 
close to including all the information that a 
hospital administrator needs in order to be 
adequately prepared for a polio epidemic—the 
kind of teamwork necessary, which local agen- 
cies are best fitted to cope with the many sepa- 
rate problems, to what extent the national 
foundation may be depended upon as an ex- 
perienced coordinator of group efforts, and a 


source of funds. ¥ The special section is there- 
fore presented as a guide in preparing hospitals 
for polio emergencies. It will be invaluable to 
some communities and some hospitals during 
the 1946 polio season that was scheduled to 
open this month. Because of the experience 
and qualifications of its contributors, it is worth 
filing for future use in the communities that are 
untouched this year.— THE EpiTors. 


On this committee there should 
be representatives of the medical 
profession, the local health depart- 
ment, the National Foundation for 
Infantile Paralysis, the press, radio 
stations, women’s organizations and 
any other community groups, which 
may be affiliated with official or 
unofficial agencies and which might 
lend support and strength to con- 
summation of plans. Such commit- 
tees, properly selected, can be ex- 
tremely helpful to a person charged 
with the responsibility of organiz- 
ing community resources for infan- 
tile paralysis. 

In recent years, the dearth of 
hospital beds posed one of the im- 
portant problems of coordinating 
community resources. There has 
been a shortage of hospital beds for 
both general admissions and_pa- 
tients with acute communicable 
diseases. Authorities have estimated 
that there is a need for about one 
hospital bed per 2,000 persons for 
the care of communicable diseases. 
The estimated need for the care of 
persons with general illnesses is 
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le Paralysis Patients Demands 
HITHE COMMUNITY 


four to five hospital beds per 1,000 
persons. Actually, these standards 
are complied with in very few sec- 
tions of the country. Larger cities 
may approach or actually meet 
these standards and usually the 
availability of hospital facilities for 
the care of poliomyelitis patients in 
large cities does not pose a serious 
problem. 

In rural and semi-rural areas, 
however, there is a definite shortage 
of general hospital beds and the 
few communicable disease beds 
available are being utilized for the 
care of scarlet fever, diphtheria and 
other similar acute infectious dis- 
eases. Another problem is that 
many general hospitals still look 
upon poliomyelitis patients as their 
forefathers looked upon a leper. 
Hospital administrators and even 
physicians and nurses fear that 
poliomyelitis is a highly commu- 
nicable disease transmissible from 
person to person and that the ad- 
mission of these patients to a gen- 
eral hospital may precipitate an 
acute outbreak in the institution. 


Although hospitals and _ local 
chapters have purchased large 
amounts of necessary equipment for 
the treatment of infantile paralysis 
in all organizational work of the 
type described here, there will be 
some shortage of equipment or at 
least the discovery of equipment in 
poor repair. It is essential to know 
that there is a sufficient number of 
iron lungs in a community or area 
for the care of possible emergency 
cases. These iron lungs should be in 
good repair; aspirators should be 
available for use with the respira- 
tors and, if such equipment is not 
available in the community, the 
organizer should know where it 
may be procured in neighboring 
communities or areas. 

In the modern method of ther- 
apy, hot pack machines are impor- 
tant. ‘The newer type of machine is 
thermostatically controlled and uses 
centrifugal force for the drying of 
wool. These automatic machines 
materially expedite the hot packing 
procedure. Virtually the same re- 
sults, however, can be obtained 
from the use of washing machines 
with either manual or electrically 
operated wringers. 

Wool and rubber sheeting for 
hot packing are commodities which 
are frequently scarce. ‘The National 
Foundation for Infantile Paralysis, 
through its local chapters, is in an 
excellent position to make such 
equipment available to the com- 
munity either on a loan basis or by 
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purchase of this equipment for 
institutions caring for infantile 
paralysis patients. In my opinion, 
there is no excuse for any reason- 
ably well populated area not hav- 
ing such equipment on hand and 
available for use on very short 
notice. 


The acute shortage of profes- 
sional and non-professional person- 
nel in the past few years is probably 
one of the most important prob- 
lems encountered in the organiza- 
tion of community resources. It has 
been predicted by medical and 
nursing authorities, as well as other 
persons, that there will be a short- 
age of professional and non-profes- 
sional personnel for at least the 
next five years. It should be as- 
sumed, therefore, that this will be 
a major problem to consider in any 
organizational work. 


Volunteer Corps Helps 


The shortage of untrained per- 
sonnel may be somewhat alleviated 
by the work of corps of Poliomye- 
litis Emergency Volunteers. During 
the past few years, invaluable assist- 
ance has been given by them. In the 
epidemic of 1944, for example, 
when the United States had the 
second largest epidemic of infan- 
tile paralysis in history, mothers, 
sisters, aunts and uncles of the 
patients, neighbors and_ friends 
helped. These volunteers placed 
themselves at the command of over- 
burdened hospital staffs and as- 
sumed countless jobs in hospitals, 
ranging from feeding and bathing 
patients, cleaning the rooms and 
applying hot packs, to many other 
jobs for which they could be 
trained. 

This volunteer assistance was so 
significant that the National Foun- 
dation for Infantile Paralysis is now 
recommending the organization of 
a regular corps of Poliomyelitis 
Emergency Volunteers. ‘The organi- 
zation of such units is delegated to 
the individual chapters and more 
specifically to the Women’s Divi- 
sion of such units. These volunteers 
should be organized prior to the 
actual outbreak of an epidemic, or 
at least there should exist in all 
sections of the country a _ nu- 
cleus around which an active oper- 
ating corps of volunteers may be 
organized. 
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These volunteers must be trained 
and the curriculum for them has 
been formulated by a. staff of tech- 
nical advisers of the National Foun- 
dation for Infantile Paralysis. In- 
formation on organization and 
training are available to chapter 
chairmen and other interested 
persons. 

Frequently, available medical and 
nursing personnel, through no neg- 
lect of their own, have only a very 
superficial knowledge of methods 
of treatment of infantile paralysis. 
In any organizational work, there- 
fore, it is important that some 
training facilities be made avail- 
able for these persons. For example, 
an available respirator represents 
only a piece of intricate mechanical 
equipment. It is essential that the 
physician or physicians who intend 
to use this equipment know how 
the equipment should be operated 
and how patients should be selected 
for this type of therapy. It may be 
necessary to select one or several 
physicians for an intensive course 
on the use of the respirator. 

The hot pack method of therapy, 
frequently looked upon as a rather 
simple procedure, requires special 
training. Usually a simple solution 
to this problem is found by bring- 
ing a well-trained physical therapist 
into the area primarily for training 
purposes. 

The physical therapist can be of 
invaluable assistance to physicians 
and nurses and in the training of 
Poliomyelitis Emergency Volun- 
teers. Specially trained personnel, 
particularly physical therapists, can 
be made available to areas by the 
National Foundation for Infantile 
Paralysis. 

It has often been said that the 
national foundation is dedicated to 
the better care of persons afflicted 
with infantile paralysis, regardless 
of race, color or creed. The financ- 
ing of hospital and medical care of 
patients afflicted with the disease 
represents a major problem in al- 
most any section of the country. It 
is now recommended that all cases 
of poliomyelitis be hospitalized and 
treated under hospital conditions. 

Modern methods of therapy re- 
quire that patients be hospitalized 
for much longer periods than under 
those therapeutic regimes formerly 
used. The cost of caring for polio- 


myelitis patients is enormous ani! 
only a small fraction of the popula- 
tion can stand the expense in 
volved. Local chapters, in additioi, 
to their many responsibilities men 
tioned here, can and do assume the 
responsibilities of paying the hos- 
pital and medical bills of needy pa- 
tients. Certainly, it is not necessary 
that selection of these patients be 
based upon actual indigence. Lack 
of personal or community funds 
must not prevent the adequate care 
of any person afflicted with infan- 
tile paralysis. 


Attack Rates Vary 


In urban areas, epidemics of in- 
fantile paralysis and the incidence 
of the disease seldom exceed an at- 
tack rate of one case per 1,000 per- 
sons. In rural areas attack rates of 
three per 1,000 are considered very 
severe epidemics. It is conceivable 
that the medical and allied profes- 
sions will have but a limited ex- 
perience with the disease. In the 
event of an outbreak, therefore, it 
has been found expeditious to con- 
duct postgraduate conferences for 
physicians, nurses and other inter- 
ested groups. Conferences of this 
type, if well planned, have been 
exceptionally well attended. 

Another indication for the need 
of such conferences is the fact that 
recognition and treatment of the 
disease and the handling of cases 
change constantly. These newer 
ideas should be called to the at- 
tention of interested groups. No 
other single point should be em- 
phasized more than this particular 
aspect of community organization 
for poliomyelitis. 


CONCLUSION 

Briefly, the organization of com- 
munity resources for the care of 
infantile paralysis may be sum- 
marized as follows: 

1. Importance of public and 
medical relationships. 

2. Availability of hospital facili- 
ties. 

3. Availability of equipment. 

4. Availability of personnel — 
professional, non-professional and 
volunteers. 

5. Financing of medical and hos- 
pital services. 

6. Refresher courses for the med- 
ical profession and related groups. 
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From a General Hospital That Admitted 


POLIOMYELITIS PATIENTS 


OMMUNITIES LOOK to their hos- 
pitals for help in matters of health. 
Most hospitals serving a commu- 
nity accept this responsibility, but 
they often deny admission to the 
possible contagious case especially 
poliomyelitis. 

When this disease breaks out, the 
community needs its hospital more 
than ever before. Poliomyelitis can 
be taken care of in general hospit- 
als. Many institutions have opened 
their doors to these patients with- 
out endangering others and have 
properly discharged their responsi- 
bilities. It is a dereliction of duty 
for the general hospital to deny ad- 
mittance to suspicious or positive 
polio cases. 

It is not easy to change a hos- 
pital’s regular routine of caring for 
medical and surgical cases to a rou- 
tine in which a large part of the 
facilities are devoted to the care of 
poliomyelitis. The problem is not 
so great when a hospital is asked to 
admit a few cases. These can be 
taken care of in one or two private 
rooms or in a wing that can be 
closed off. It is an enormous prob- 
lem when an epidemic spreads and 
a large part of the hospital has to 
be converted to the care of polio 
cases. 

The community must be pre- 
pared. This means _pre-epidemic 
planning by all interested volun- 
teer and official agencies. Then, 
when an epidemic does occur, a 


plan will be ready. Daily the hos- . 


pital must watch the spread of the 
disease. The institution may find 
that one floor devoted to polio cases 
is sufficient. If a severe epidemic is 
expected, it may bé necessary for 
most of the hospitals to be devoted 
to this purpose. 

The procedure in caring for these 
patients is aseptic technique, such 
as that employed in handling 
tvphoid and pneumonia patients. 
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For more than 20 years many 
general hospitals throughout the 
United States have cared for infan- 
tile paralysis patients. These hos- 
pitals have yet to report a single 
case of cross-infection to doctor, 
nurse, aide or another patient. The 
fears upon which many hospitals 
still bar polio patients are without 
justification. Properly handled, the 
infantile paralysis patient presents 
no more hazard than a pneumonia 
patient and far less than a typhoid 
patient. 

If the hospital has an outpatient 
department, a portion of this may 
be used as an admission unit, other- 
wise some part of the hospital 
should be set aside for this purpose. 
A doctor and nurse should be in at- 
tendance, so that patients may go 
through diagnostic procedures be- 
fore being admitted to the hospital. 
A complete physical examination, 
including a lumbar puncture, is 
required. The hospital’s laboratory 
must cooperate in these diagnostic 
measures. 

When a positive or suspicious 
diagnosis has been established, the 
patient is immediately sent to the 
unit set aside for polio cases. ‘Treat- 
ment is started and the same aseptic 
technique is followed as in all con- 
tagious diseases. Muscle grading 
should be recorded by the physical 


‘ therapist within the first 24 hours. 


For the patient with respiratory in- 
volvement, provision must be made 
in the isolation unit for respirator 
cases. These iron lungs should not 
be in open wards with other pa- 
tients but in separate units, so that 
other patients are not disturbed. 
Here the general hospital has an- 
other responsibility. It has _pro- 
vided one or more contagious units 
for the isolation period; it must 


also provide a post-polio unit in 
some other part of the hospital. 

Patients should remain in the 
isolation unit during the febrile 
period. Many physicians may want 
their patients in this unit for as 
long as two weeks. It is important 
that treatment be continued be- 
yond the acute stage by qualified 
physical therapists under supervi- 
sion of the physician. Physical 
therapists can provide better care 
and more of it when patients are 
confined to a post-polio unit rather 
than spread through the commu- 
nity in their respective homes. 

Many hospitals have found that 
it is impossible to use their regular 
facilities for this purpose, particu- 
larly when case loads are heavy. 
Some set up convalescent or re- 
habilitation units in rooms not 
ordinarily used for patients. 

One hospital with a modest num- 
ber of cases established a polio unit 
in a ward, where rigid isolation 
technique was carried out. During 
the convalescent period, patients 
were transferred to other wards for 
rehabilitation. There was little con- 
fusion. The rest of the hospital 
facilities cared for the general 
medical and surgical patients with- 
out difficulty. 

Trained personnel is essential. 
The poliomyelitis patient requires 
care by many persons with special 
skills. In addition to the medical 
and nursing care usually afforded 
an acutely ill person, the polio pa- 
tient must have the continuous care 
of orthopedists, internists and pedia- 
tricians trained in polio technics, 
as well as the services of physical 
therapists. 

Scarce as these trained persons 
are, they can be provided. The gen- 
eral hospital will receive real help 
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in these matters from the local 
chapters and national headquarters. 

Nurses and physical therapists 
trained in polio care will be re- 
cruited for the hospital. If neces- 
sary, the local chapters of the foun- 
dation will pay the salaries of these 
persons in order to relieve the 
financial burden on the hospital. 
In addition, under the Poliomye- 
litis Emergency Volunteer program 
of the foundation, training courses 
can be initiated. This will provide 
skilled volunteers to help nurses 
during the epidemic. If time per- 
mits, doctors and nurses can receive 
refresher courses in polio care in 
approved schools through educa- 
tional programs financed by the 
foundation and its chapters. Early 
cooperation with the local chapter 
of the foundation, will solve the 
problem of recruiting an adequately 
trained staff. 

Some hospitals, with chapter co- 
operation, have successfully formed 
volunteer groups from the parents 
of small patients. They have been 
taught the routine of hot packs and 
nursing care for polio patients. 
These volunteers help nurses and 
physical therapists to care, not only 
for their own children, but also for 
others who have been stricken. 

In one city, 48 senior student 
nurses were asked by their director 
to help a neighboring hospital with 
polio patients. The entire class vol- 
unteered and made it possible for 
critically ill respirator cases to have 
special nursing. 
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It is important, if possible, to 
have patients separated by age 
groups. One hospital reports that 
convalescent adult patients were 
cared for in the nurses’ demonstra- 
tion room, while the children, a 
much larger group, were hos- 
pitalized in other lecture rooms. 
Here it was possible to provide 
school through the cooperation of 
the local department of educa- 
tion. This is important during the 
long period of convalescence, 
which often extends through many 
months. The hospital must feel a 
definite responsibility for these pa- 
tients, not only during their acute 
illness, but also throughout the 
long period of hospitalization. 


Equipment must be obtained — 
cribs, beds, bedside tables, respira- 
tors, suction machines, treatment 
tables, bakers, bradford frames, bed 
boards, foot boards, pack material— 
all are necessary. Here again the 
national foundation may obtain 
these necessary items for use by the 
hospital. 

When polio strikes, a community 


realizes more than ever the value - 


of its hospital. It also realizes the 
hospital’s inadequacy if these cases 
are denied admission. Any hospital 
has to consider its obligation to the 
community. If there is more than 
one hospital, it can easily be deter- 
mined which one is to accept this 
obligation. There is little necessity 
for all hospitals to devote their fa- 
cilities, in whole or in part, to the 
care of polio patients unless they 


A CUBICLED ward is transferred easily and quickly into an ideal precaution unit where strict isolation technique can be practiced. 


are absolutely needed. One _hos- 


pital, with the cooperation of all 
others in the area, can do a much 
better job. 

Every department of the hospital 
must cooperate if these patients are 
to be cared for adequately. With 
help from the local chapter of the 
National Foundation for Infantile 
Paralysis and the many other agen- 
cies of the community, the job is 
made much easier. It must be re- 
alized that with this cooperation, 
hospitals can do today what would 
have been considered impossible 
previously. 

Poliomyelitis cases can and should 
be cared for in a general hospital. 
The job is not an easy one, but hos- 
pitals have never looked for this. 
No general hospital can rightly dis- 
regard this responsibility; no real 
hospital will disregard it. Many 
have already demonstrated com- 
pletely that they can accept this 
difficult task. 

A hospital which has experienced 
a polio epidemic always stands 
ready to help another community 
and another hospital. Key persons 
in that organization could be sent 
to the area to help. This has been 
done successfully in several cities. 
A hospital faces not only a terrific 
physical hardship, but a financial 
one, when it is required to take 
care of an epidemic. Again, the na- 
tional foundation has relieved this 
situation. There is hardly a reason 
for the general hospital to deny 
admission to polio patients. 
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Essential Services Are Assured by the 
NATIONAL FOUNDATION 


Bs RESEARCH STUDIES reveal 


the prevention or cure for infantile 
paralysis, efforts must be increased 
to improve treatment and minimize 
crippling. Infantile paralysis pa- 
tients must not be deprived of the 
full benefits possible under modern 
treatment methods. Evidence is ac- 
cumulating to justify the belief that 
75 per cent of those stricken with 
the disease can recover without 
serious after effects. 

The paralysis, commonly re- 
garded in the past as an integral 
part of the disease process, has been 
shown to be the comparatively rare 
sequel of a widespread innocuous 
ailment. Such recovery, however, is 
predicated upon accurate diagnosis, 
adequate medical and nursing care 
with early physical therapy and 
immediate hospitalization. This is 
important, for without hospitaliza- 
tion the entire treatment structure 
collapses. Unless the patient can be 
cared for in a hospital, none of the 
other essential services is possible. 

Sufficient hospital facilities to as- 
sure proper care for those stricken 
with the disease are needed. To 
build special hospitals in each com- 
munity fully staffed and equipped 
for infantile paralysis care would 
be uneconomical. Epidemics of in- 
fantile paralysis seldom strike a 
community year after year. It is pos- 
sible that an area suffering an at- 
tack of infantile paralysis this year 
may not be visited again for three, 
four, or even more years. 

A special hospital in such an area 
would be idle much of the time. 
The expense of building, staffing 
and equipping these institutions 
would be out of proportion to the 
limited services they could provide. 

Far better economy would be 
practiced by making use of existing 
fecilities and providing them where 
necessary with special personnel 
and equipment required for the 
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poliomyelitis patient. The general 
hospital is ideally suitable for the 
care of these patients. The infantile 
paralysis patient represents an 
acutely ill patient; general medical 
and nursing care are prime requi- 
sites. Recovery is enhanced when 
the many consultative services of 
the general hospital are available. 
Internists, pediatricians, orthoped- 
ists—all provided on a general hos- 
pital’s staff—are essential to the in- 
fantile paralysis patient’s recovery. 

Many infantile paralysis patients 
are recovered and can be discharged 
at the end of the isolation period, 
which ranges from two to four 
weeks. Some, however, require pro- 
tracted and continuous treatments 
for much longer periods of time. 
Continuity of care is essential for 
optimum recovery of those who 
have been left with residual after 
effects. To shift the patient from 
one hospital to another and to 
other doctors and physical thera- 
pists, seriously interrupts the con- 
tinuity of the treatment regime and 
definitely hinders the patient’s re- 
covery. General hospitals, through 


their orthopedic departments and 
clinics, can furnish continuous 
treatment. Under such conditions, 
the patient’s recovery will not be 
jeopardized. 

The National Foundation for In- 
fantile Paralysis has assumed many 
responsibilities in the fight against 
this disease. Adequate medical care 
for every infantile paralysis pa- 
tient, regardless of age, race, creed 
or color, is one responsibility no 
less important than the support of 
research programs. Any hospital 
attempting to provide care for such 
cases will find a real ally in the 
foundation. All the resources of the 
national foundation and its local 
chapters are ready to aid the gen- 
eral hospital in solving its problems. 

Staff and equipment usually pre- 
sent the greatest problem to hos- 
pitals contemplating the care of 
poliomyelitis cases. Nurses and 
physical therapists will be recruited 
by the foundation. Although such 
personnel officially will be em- 
ployees of the hospital, their sal- 
aries and transportation costs can 
be paid for by the chapter. 


ALTHOUGH he had two other jobs, this volunteer spent long hours administering hot packs. 
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Physical therapy equipment such 
as hot pack machines, tanks, walk- 
ers, infra-red and diathermy cab- 
inets need not be a financial bur- 
den to a hospital administrator 
restricted by a limited budget. This 
necessary equipment can be pur- 
chased by chapters for the use of 
hospitals. 


During epidemics, the number of 
trained staff personnel may be in- 
sufficient to handle an increased 
case load. Here again the hospital 
will not be left alone to work out 
the problem. The national founda- 
tion or its chapters will procure 
and pay for these essential workers. 
Even unskilled and _ semi-skilled 
help, such as orderlies, telephone 
operators, kitchen workers and 
clerks can be provided for by the 
local chapter. 


Through the Polio Emergency 
Volunteer program of the national 
foundation, volunteer nurses aides 
can be trained in advance of an 
epidemic. When and if increased 
incidence of cases occur, the hos- 
pital will have a capable and 
trained auxiliary corps to help an 
otherwise overworked nursing staff. 

A more recent project of the na- 
tional foundation promises to be 
of even greater assistance to hos- 
pitals. Medical aid units have been 
formed with the cooperation of a 


number of universities. These units 
are teams of highly skilled persons 
trained in many aspects of polio- 
myelitis care. A unit consists of a 
pediatrician, orthopedic surgeon, 
doctor of physical medicine, physi- 
cal therapist and an epidemiologist. 
At present four such teams are 
functioning. One is located at 
Northwestern University, another 
at Stanford University, a third at 
the D. T. Watson School of Physi- 
cal Therapy at the University of 
Pittsburgh and the fourth at Har- 
vard University. 


At the request of the health 
authorities of a community, the 
unit comes into an area as a con- 
sultant to the medical profession. 
Its prime purpose is to organize 
treatment and develop standards of 
care. The unit prepares the hos- 
pitals in the affected area to carry 
out the modern therapeutic regi- 
men without disrupting the hos- 
pital’s duties and services to other 
patients. The entire expense for 


' 


* 


the unit is borne by the nationa! 
foundation and is not a drain upo: 
any hospital or community. This 

a service gladly furnished by the 
foundation to a community unable 
to cope with an epidemic situation. 


During the epidemic of 1945, the 
first year of service for these medi- 
cal aid units, a number of requesis 
were received for their help. The 
unit stationed at Northwestern 
University was called to Rockford, 
Ill., to assist that community dur- 
ing its epidemic. Similarly, the 
D. T. Watson unit went to Birm- 
ingham, Ala., to aid that area in 
organizing for the care of poliomye- 
litis patients. Training programs 
for hospital nurses were established 
and a home care program was <le- 
veloped with the cooperation of the 
Visiting Nurse Association. While 
the experience of these units in 
field work has been limited, the 
preliminary reports indicate their 
value. 

The physical therapy depart- 
ment, essential for the treatment of 
infantile paralysis patients, can be 
a valuable asset to a general hos- 
pital. Institutions which have phys- 
ical therapy departments have wit- 
nessed a more rapid recovery of 
patients. The result has been a cor- 
respondingly rapid turnover with 
more beds released for more _pa- 
tients. It is an economic factor not 
to be overlooked by any hospital 
administrator. 

The physical ‘therapy training 
program of the national founda- 
tion, initiated in 1945, is producing 
hundreds of highly skilled workers. 
Scholarships in approved schools 
are available to qualified personnel 
—registered nurses, college grad- 
uates and undergraduates with 
proper science credits. The schools 
themselves are being improved 
through teaching fellowships and 


GRADUATE of the Polio Emergency Volunteer instruction program, this mother gives her five-year-old son excellent care at home. 
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preparation of teaching material. 
While the national foundation is 
primarily interested in increasing 
the pool of workers for the treat- 
ment of infantile paralysis patients, 
this program will benefit everyone. 
These therapists are not restricted 
solely to the treatment of infantile 
paralysis patients; their services 
will be available for the manage- 
ment of a score of disease condi- 
tions and injuries. As the training 
program expands, there will be 


more physical therapists available 
for staffing physical therapy depart- 
ments in general hospitals. 

The general hospital should not 
hesitate, from a financial view- 
point, to admit infantile paralysis 
cases. If no person or agency is re- 
sponsible for the payment of hos- 
pital care, the local chapter of the 
national foundation will assume 
that responsibility. This procedure 
can be worked out in advance by 
the local chapters and _ hospital 


authorities. A schedule of fees on 
a cost basis can be established for 
patients receiving hospitalization, 
medical and nursing care. 

It is possible that specific prob- 
lems will arise in certain localities. 
Hospital administrators will find 
local chapters and national head- 
quarters of the foundation eager to 
cooperate in making possible ade- 
quate medical care under proper 
hospital conditions for the infantile 
paralysis patient. 


General Hospitals Have the Responsibility 


F. OF THE UNKNOWN distorts 


our judgment and results in irra- 
tional acts. For too long, need- 
less misapprehensions have influ- 
enced many general hospitals to 
refuse admittance to acutely ill in- 
fantile paralysis cases. ‘The specter 
of contagion, cross-infection and 
the fear of other patients have all 
had their part in closing hospital 
doors. Where these considerations 
were not permitted to influence the 
judgment of hospital administra- 
tors, experience proved how un- 
founded such fears were. 

Experience, although it may not 
solve a problem, may help in han- 
dling it. For this reason the experi- 
ence and policies of Massachusetts 
General Hospital in caring for pa- 
tients with poliomyelitis are de- 
scribed here. 

Acute, adult polio cases admitted 
to the general hospital are sent to 
White-12, a unit composed of single 
rooms, equipped and staffed for the 
care of communicable diseases. 
Children up to 12 years of age go 
to single rooms or one of the chil- 
dren’s wards. Private patients who 
would ordinarily go to Phillips 
House or Baker Memorial are ad- 
mitted there only when they can 
pay for special nurses during the 
febrile stage and provided the 
nurses can be obtained. Otherwise 
they also are sent to White-12. 

Patients with fever are consid- 
cred as acutely contagious and are 
isolated on strict communicable dis- 
case precautions until 48 hours 
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after becoming afebrile. ‘The usual 
disinfection of all excreta, nose 
secretions and sputum is required 
and communicable mask, hand and 
gown technic (as for intestinal and 
respiratory diseases) is followed. 
Dishes are sterilized after each 
meal. Every room is equipped with 
bedpan, urinal basins and other 
utensils which are sterilized when 
isolation is ended. 

No instance of infection of an- 
other patient, doctor, nurse, or any 
hospital employee has been re- 
corded here. 

Hot packs are used for the relief 
of pain and muscle spasm during 
the acute stage. Packs must be all 
wool, boiled in a sterilizer or suit- 
able piece of apparatus, the excess 
water to be expressed either by 
passing through a wringer or by 
use of a small centrifugal extractor 
built for this use expressly. 

- Passive motion should be started 
as soon as pain and general condi- 
tion permit, especially as regards 
the respiratory muscles. Respirator 
cases should be aided by respirator 
until the test of vital capacity by a 
spirometer shows that all muscles 
are functioning adequately. 

After the acute symptoms have 
subsided and the patient has be- 
come afebrile he is kept in bed for 
a variable period, depending on the 
amount of paralysis and muscles 
involved. ‘Those with back and leg 


paralysis obviously must receive 
longer bed care than others. This 
may vary from three weeks to six 
months. During this period treat- 
ment consists of active voluntary 
exercise of the involved muscles 
with supplementary baking, mas- 
sage and other physical therapy 
procedures to improve the diseased 
muscle. 

If splints are needed, they should 
be made promptly after subsidence 
of acute symptoms, so that they 
may be fitted and completed before 
the patient gets up or leaves. 


A general hospital is the ideal 
place to care for polio patients be- 
cause it offers all of the various 
medical groups and hospital facili- 
ties necessary for complete care of 
the patient. During the first stage 
medical care and skilled nursing 
are most important. During the 
succeeding stages physical medicine 
and therapy, under direction of an 
orthopedist, play the most impor- 
tant role. If contractures or de- 
formities result, or extensive paraly- 
sis remains, orthopedic surgery or 
treatment is necessary. 


Our experience leads us to be- 
lieve that general hospitals should 
admit and care for patients with 
acute poliomyelitis. We believe this 
can be done without danger to 
other patients or hospital person- 
nel; we believe this is a proper and 
necessary service to the community. 
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Utah Now Knows How To Cope with a 
SIEGE OF POLIOMYELITIS 


a CHAPTERS OF the National 


Foundation for Infantile Paralysis 
have a direct responsibility to the 
people of the communities they 
serve. In their hands is the duty of 
making available adequate medical 
care for every infantile paralysis 
patient. While the national found- 
ation was organized to lead, direct 
and unify the fight against the dis- 
ease, the problems of providing 
medical care to all victims require 
direct contact with patients and 
their families. The local chapters 
have been given this responsibility, 
aided whenever necessary by the 
national headquarters. 

The infantile paralysis epidemic 
in Utah last summer might have re- 
sulted in a major disaster. It was 
met intelligently, without fear or 
panic, through careful plans made 
before the epidemic began. 

Utah has one of the smallest pop- 
ulations in the United States—less 
than 600,000 persons; there are few 
large centers of population and for 
the most part the country is sparse- 
ly settled. Hospital facilities, suffi- 
cient for normal needs, are neces- 
sarily limited. Yet the outbreak 
was met efficiently by the hospital 
and health officials of the state. 
Public fear and panic were at a 
minimum. Suspicious and positive- 
ly diagnosed cases were hospitalized 
immediately. Nurses, doctors and 
physical therapists provided mod- 
ern treatment. Proudly, Utah can 
say that no patient went without 
adequate care. 

The official tabulation of the 
1943 epidemic in Utah is not yet 
compiled. But more than goo pol- 
iomyelitis patients received treat- 
ment at Salt Lake General Hos- 
pital. This was possible because 
responsible authorities recognized 
early the need for cooperative plan- 
ning. Utah learned its lesson well 
from the disastrous epidemic of 
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1943, which caught the state with- 
out preparation. 

Early in the spring of 1945 rep- 
resentatives of the chapters of the 
national foundation in Utah pro- 
posed a meeting of the heads of 


hospital, health, medical and nurs- 


ing groups. 

The discussions led to plans for 
the care of infantile paralysis pa- 
tients. The chapters that initiated 
the conferences pledged full sup- 
port. 

Hospital facilities were the first 
and most important need. It is 
recognized today that hospital care 
is essential for the optimum recov- 
ery of these patients. Where in 
Utah was there a hospital large 
enough to provide beds for a hun- 
dred or more potential cases? 


Salt Lake General Hospital with 
its excellent staff of doctors and 
nurses was the ideal institution. It 
lacked bed facilities to provide care 
for a large number of infantile par- 
alysis patients in addition to main- 
taining necessary services for rou- 
tine medical and surgical patients. 

Although the problem was diffi- 
cult, joint plans and action solved 
it. A rapid treatment center had 
been erected on the _ hospital 
grounds shortly before. With some 
physical alterations and additional 
staffing this building would be com- 
pletely suitable. 

Early in May, County Health 
Commissioner Roscoe Boden offi- 
cially turned the building over for 
the care of poliomyelitis patients. 


By increasing the staff and purchas- 
ing additional beds, fixtures and 
other equipment, ‘the hospital was 
able to handle more than 100 pa- 
tients. 

The 29 chapters of the national 
foundation in Utah made good 
their promise of help. The chap- 
ters contributed a central fund to 
pay for salaries, equipment and the 
cost of hospital care. This pool 
amounted to $20,000. 

The epidemic started slowly in 
early summer. At the onset it was 
apparent that the $20,000 fund was 
insufficient to meet the cost of 
equipment, personnel and hospital 
and medical care. National head- 
quarters of the foundation was no- 
tified; a check for $25,000 was sent 
promptly to help the community. 
As the weeks passed and the out- 
breaks grew more intense, addi- 
tional financial help was needed ur- 
gently. Regularly more money 
came from national headquarters, 
until a total of $160,000 had been 
sent. 

At the early spring conference, 
the chapters had obtained the co- 
operation of many agencies. Pres- 
ent were representatives of the state 
and county health departments, 
medical societies, social agencies, 
Crippled Children’s Division, and 
the Red Cross. 

The active participation of all 
these groups simplified Utah’s prob- 
lems as the epidemic intensified. 
Hot pack machines and other spe- 
cial equipment were purchased by 
the chapters. Through the national 
foundation, the chapters supplied 
essential woolen used in the hot 
packs. Water repellent material 
was located and purchased. All 
respirators in the area were recon- 
ditioned by the chapters. Skilled 
personnel was obtained from many 
sources. ‘The Red Cross, through 
its Disaster Service, provided addi 
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tional nursing help. Badly needed 
physical therapists were obtained 
by the foundation from other areas 
which were not under epidemic at- 
tack. 

Despite these aids, additional 
help was necessary. Nurses, hos- 
pital attendants and orderlies need- 
ed assistance. To meet this emer- 
gency the Polio Emergency Volun- 
teers (PEV), a program planned in 
advance, went into operation. The 
purpose of the program was to train 
women in the basic principles of 
bedside nursing care. They were to 
help nurses and physical therapists 
in applying hot packs, assist in rou- 
tine nursing procedures, and ex- 
pedite the work of an overtaxed 
nursing staff. 

A call for volunteers was made 
and the response was tremendous. 
A hundred and fifty-eight women 
from many sections of the state vol- 
unteered to take the six-day inten- 
sive training course and to care for 
poliomyelitis patients under proper 
supervision. It was essential to find 
a place large enough so_ these 
women could receive proper in- 
struction. Through the cooperation 
of the president of the Church 
of Jesus Christ of the Latter Day 
Saints, Pinecrest Inn was made 
available. There, in the state’s 
most picturesque and scenic areas, 
a half hour from Salt Lake City, 
the volunteers were housed, trained 
and fed. Sponsored by the chapters 
of the national foundation, the 
PEV program received the enthus- 
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iastic support of many agencies. 
The Visiting Nurse Association, 
Crippled Children’s service, state 
and county health departments and 
the faculty of the University of 
Utah contributed to the PEV pro- 
gram’s success. 

Seven doctors, experts in infantile 
paralysis, lectured to the group. 
Practical demonstrations in the 
treatment of the disease were given 
by nurses and physical therapists 
from the Visiting Nurse Associa- 
tion, Salt Lake General Hospital 
and the Crippled Children’s Divi- 
sion of the state board of health. 
One day was spent at Salt Lake 
General Hospital observing tech- 
niques of hospital care of infantile 
paralysis. 

Immediately after the comple- 
tion of the course many of the vol- 
unteers went into Salt Lake Gen- 
eral Hospital to assist the nursing 
staff. ‘Together these women con- 
tributed more than 10,000 hours in 
caring for infantile paralysis pa- 
tients. The volunteers relieved 
nurses of the common bedside re- 
quirements of the patients. They 
prepared and applied hot packs. 
During meal periods they carried 
trays and spent many hours enter- 
taining the children. 

The women went into the 
kitchens and helped prepare food. 
They washed dishes and made beds. 
When the orderlies were too busy, 
the volunteers helped keep the 
hospital clean and neat. Without 
these women Utah could not have 


VOLUNTEERS spent 
more than 10,000 
hours in nursing 
Utah's polio victims. 


met the epidemic as successfully as 
it did. 

Stimulated by what occurred in 
1945, Utah is even now making im- 
proved plans for the future. Blue- 
prints have been drawn for new, 
modern hospitals of 110 beds, de- 
signed specifically for the treatment 
of poliomyelitis and other crip- 
pling diseases of children. The 
legislature has appropriated $450,- 
ooo to cover construction costs. 
Ever eager to serve the community, 
the Utah chapters of foundation 
have pledged $75,000 to purchase 
equipment. Utah will be prepared. 

What happened in Utah can oc- 
cur anywhere in the United States. 
Similar facilities are available to 
any community. There are approx- 
imately 3,000 chapters of the na- 
tional foundation serving every 
county in the country. These chap- 
ters cooperate with responsible 
agencies in the area to plan and 
provide medical care for infantile 
paralysis patients. Chapters never 
make an attempt to direct treat- 
ment or to interfere in any way 
with the medical management of 
the patient. Chapters help to pro- 
vide treatment and to pay for it if 
necessary. 

An epidemic of poliomyelitis can 
be a catastrophe, but it need not 
be. Plans can be made in advance; 
treatment facilities provided; PEV 
training programs initiated; and 
hospitalization costs can be met. 
Thus a chapter can fulfill its obli- 
gations to the people it serves. 





Polio Emergency Brings Nursing Service 
SPECIAL RESPONSIBILITIES 


a CARE for the patient 


with poliomyelitis is not routine. 
Certain symptoms are common to 
many of these patients and certain 
nursing procedures are required for 
them. It is hoped nurses will not 
become so engrossed with tech- 
nique as to forget the patient is an 
individual. 

Early symptoms of poliomyelitis 
are not specific. But evidence of 
muscle tenderness, nuchal rigidity 
and muscle spasm aggravated by 
movement are usually _ present 
when the patient is admitted to the 
hospital. He is frequently appre- 
hensive and irritable. This may be 
due partly to pain and discomfort, 
but largely because of fear of per- 


manent crippling and deformity. 
If paralysis has occurred prior to 
hospital admission, apprehension 
will be more deep-seated. For the 
small child, separation from the 
family without proper preparation 
causes fear and insecurity. 


The nurse who first sees the 
patient upon admission can do 
much to reassure him. A calm, 
cheerful manner, patient explana- 
tion of any necessary preliminary 
procedures and _ skillful, gentle 
handling are essential. If an admis- 
sion bath is given, care must be 
taken to avoid chilling, unnecessary 
turning of the patient and any pres- 
sure over the tender muscles. The 
patient should be blotted dry with 
a soft towel rather than rubbed. 
Extremities may be lifted with 
little aggravation of pain and 
spasm, if supported at the joints 
and moved slowly. The patient 
should be turned as a unit with a 
minimum of movement of any of 
the segments of the spine. 

When the patient is taken to the 
ward he should be placed on a firm 
bed. A sagging mattress interferes 
with the maintenance of good body 
alignment. A board extending un- 
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der the entire mattress will insure 
this desired condition. Where hot 
foments are likely to be prescribed, 
the bed should be made up with a 
full-length rubber sheet and wool 
or part wool blankets instead of 
sheets. 


A foot board, the width of the 
bed, 18 inches high and equipped 
with 3 or 4 inch blocks between 
the end of the mattress and the 
board, should be available for each 
patient. The space at the end of 
the mattress is necessary to prevent 
pressure on the patient’s heels 
when he is in the supine position 
and to allow his feet to remain in a 
right angle position when he is ly- 
ing prone. If extra protection from 
chilling is desired, a blanket may 
be placed under the end of the mat- 
tress and brought under the foot- 
board. The patient is allowed only 
a very small pillow, or none at all. 
When considerable spasm is pres- 
ent in the posterior neck muscles, 
a roll or a soft rubber air cushion, 
under the cervical spine, gives com- 
fort. 


Introducing the patient to the 
word routine offers opportunity for 
the nurse to gain his confidence. 
Explanation as to the use of the 
bedpan, a word about restricted 
visiting and information regarding 
his own condition and treatment 
help him in making this difficult 
adjustment. The patient usually 
gets along better in a ward. See- 
ing other poliomyelitis patients re- 
ceiving the same care has a good 
effect on the acutely ill patient. As 
his condition improves he appre- 
ciates the. opportunity of talking 


¢ and comparing notes with others 
; who are convalescing. The ward 


should be warm, well ventilated 
and free from drafts. 


Bladder and bowel disfunction 
are often present in poliomyelitis. 
From admission of the patient all 
through the acutely ill stage, the 
nurse should keep track of intake 
and elimination. Where _ bladdei 
paralysis prevents normal voiding 
of urine, catheterization may be 
necessary. Bowel disfunction may 
result in diarrhea or constipation. 
Ordinary enemata may be ineffec- 
tive if there is any paralysis or 
spasm of intestines, diaphragm or 
abdominal muscles. For these pa- 
tients the doctor may _ prescribe 
special medication. The nurse 
should prepare the patient both 
mentally and physically for such 
treatment. She should have all 
equipment ready to give the enema 
at the optimum time—when peris- 
talsis has been noticeably increased. 
This may be from 10 to 20 minutes 
after administration of the drug. 


Hypertonic fluids to reduce 
edema may be ordered by the doc- 
tor. A liquid diet may be given the 
patient during the first day or so 
in the hospital, but he is usually 
ready for a soft or regular diet very 
soon. Pressure of work or priority 
of other nursing procedures should 
not interfere with feeding the pa- 
tient while the food is fresh and 
appetizing. 

The position of the poliomyelitis 
patient is important at all times. 
Through consultation with the 
doctor or physical therapist the 
nurse learns what positions he may 
safely assume at tray time. For some 
patients a back rest may be desil- 
able; others may lie prone with the 
tray on the bed; while others must 
be kept in the supine position and 
fed by the nurse. 

Hot fomentations are often pre- 
scribed for alleviation of pain and 
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spasm. The frequency and site of 
application will be prescribed by 
the doctor. Manipulation during 
the acute stage of spasm is avoided. 
The doctor bases his decision as to 
parts needing packs on his inspec- 
tion of the patient and gentle pal- 
pation to discover spasm. Nurses 
have the opportunity of seeing the 
patient for long periods of time 
and can assist the doctor by report- 
ing unusual positions assumed in 
exact detail. 

For example, tilting of the pelvis 
or elevation of the shoulders may 
be caused by muscle spasm and may 
indicate need for extra packs or 
more frequent application of packs 
already being applied. 

Details as to preparation of mate- 
rial and methods of application are 
available to help the nurse in this 
procedure.* It is well to keep in 
mind that a very hot pack applied 
to a patient at the beginning of his 
course of treatment may aggravate 
spasm and increase his fear. Start 
with packs that are comfortably hot 
and build up his tolerance to heat. 
The pack should completely cover 
the muscles involved, but should 
not give a feeling of constriction. 


During the early period when 
acute pain and spasm are present, 
lay-on packs rather than the usual 
pinned-on type are often preferred. 
These can be changed frequently 
without turning or moving the pa- 
tient. The outer covering may be 


eliminated, thus reducing the 
weight over painful muscles. The 
patient may be either supine 
or prone depending upon the 
muscles needing intensive treat- 
ment. In many hospitals, prone 
packs covering the back of the neck, 


*A Guide for Nurses, Revised 1945. Na- 
tional Foundation for Infantile Paral- 
ysis, Publication No. 45. 


AFTER THE first few days, polio patients do not 
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entire back, buttocks and thighs 
have been found useful even after 
the early stage of acute pain. These 
packs can be changed as frequently 
as desired without expenditure of 
time in pinning on _ coverings. 
Whatever type of packs are used, 


the nurse must never allow the ur- . 


gency of work to interfere with 
careful, gentle handling of the pa- 
tient. 

The position of the patient is ex- 
tremely important in all stages of 
his illness. Even though he is not 
restrained in any certain position, 
it is important to maintain good 
body alignment. When packs are 
being applied regularly the nurse 
should be sure that as each pack 
is placed the patient is in good bed 
position. When supine, this means 
that his feet will rest against the 
foot board, toes and patella point- 
ing toward the ceiling and arms ly- 
ing at his side. A small roll under 
the knees prevents hyperextension. 
A thigh roll is sometime necessary 
to prevent outward rotation of the 
hip. 

In the prone position the feet are 
over the end of the mattress with 
a small roll above the ankle. For 
many patients a pad or small pil- 
low under the abdomen and a 
small roll in front of the shoulder 
is helpful. Change of position is 
essential. Turning the patient in 
the prone position regularly accom- 
plishes this necessary change while 
maintaining good alignment. 
When spasm is present it is often 
not possible to place the patient in 
good anatomical position. As spasm 
is relieved by hot applications the 
nurse should consder it an import- 
ant part of nursing care to return 
the patient to good alignment. 


Passive movement within a pain- 
less arc to maintain normal range 


et 


of joint motion is necessary for op- 
timum recovering. This is not to 
be confused with muscle reeduca- 
tion nor with the tendon stimula- 
tion which are done by the phys- 
ical therapist. In giving such pas- 
sive exercises the nurse can tell by 
the slight feeling of resistance when 
the joint motion has been carried 
as far as possible without causing 
pain or aggravating spasm. Since 
many nurses have not had pro- 
longed preparation in the care of 
acute poliomyelitis patients, it is 
desirable for the physical therapist 
to instruct the nurses in this proce- 
dure and to supervise them for a 
short period. 

After the first few days, polio- 
myelitis patients do not feel ill. 
They long for normal activity. If 
this activity is not guided, some of 
the good results of previous care 
may be counteracted. The child 
who lies on his abdomen propped 
on his elbows to read a comic book, 
or who works a jigsaw puzzle on his 
bedside table may be quiet and 
contented. But he may also be 
stretching weakened muscles and 
promoting contractures in others. 

Consultation with the doctor and 
the physical therapist as to desir- 
able positions and movements will 
help the nurse plan for the pa- 
tient’s functional and recreational 
activities. These are necessary to 
maintain muscle tone in normal 
muscles, protect weak muscles or 
those still in spasm, and promote 
the patient’s morale. If the serv- 
ices of an occupational therapist 
are available she can help in plan- 
ning diversional therapy for these 
patients. 

The nursing care discussed thus 
far is that required by the patient 
with spinal cord involvement. Pa- 
tients with involvement in the cer- 


feel ill and the nurse must guide their activities to maintain results of previous care. 
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vical spine or bulbar region have 
other symptoms which offer a real 
challenge to the nurses. Nasal 
speech and difficulty with swallow- 
ing due to paralysis of the soft 
palate, and change in respiration 
may indicate bulbar paralysis. Ele- 
vation of the foot of the bed to en- 
courage drainage, and use of a 
syphon to remove collection of 
mucus from the throat are usually 
prescribed. In some cases doctors 
wish patients to be given fluids in 
small quantities to encourage swal- 
lowing. 

Other doctors give fluids as neces- 
sary, intravenously. These patients 
are often restless and very appre- 
hensive. Constant care and close 
observation are essential. The pa- 
tient with bulbar paralysis may be 
given hot packs to the post cervical 
region. Usually other packs are dis- 
continued in the face of this more 
critical involvement. Although 
those with bulbar involvement con- 
stitute but a small fraction of the 
total number of poliomyelitis pa- 
tients, their need for immediate at- 
tention is critical. Any hospital ad- 
mitting poliomyelitis patients 
should have a suction apparatus. 
It is the duty of the nurse on the 
ward to make sure that it is in good 
working order at all times. 

Patients with weakness of inter- 
costal muscles or diaphragm may 
need respirator care either to pre- 
serve life or to allow much needed 
rest. While there is nothing tech- 
nically difficult about caring for a 
patient in a respirator, it often 
seems so to nurses who have had 
little or no experience. Respirator 
drill, using a nurse as a patient, 
will prevent unskilled handling 
and resulting panic on the part of 
the patient. The nurse’s lack of 
assurance regarding this treatment 
may have such a profound effect on 
the patient that it will add to the 
difficulty in making him indepen- 
dent of this prop when it is no 
longer needed. Details of manage- 
ment of the machine, care of the 
patient, as well as location of avail- 
able machines may be secured from 
the National Foundation for Infan- 
tile Paralysis.* 





*The Nursing Care of the Patient in 
the Respirator. Carmelite Calderwood. 

The National Foundation for Infantile 
Paralysis Publication No. 49. 

Respirators—Locations and Owners— 
1945. The National Foundation for In- 
fantile Paralysis, Publication No. 24C. 
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Long Range Insurance for 
THE DEPARTMENT of 


z. AVERAGE GENERAI. hospital 


of 50 or more beds may add to its 
efficiency in caring for patients and 
decrease operating expenses by es- 
tablishing a department of physical 
medicine. Too many hospital ad- 
ministrators and staffs have the mis- 
taken idea that an imposing outlay 
of expensive equipment is necessary 
before a department for physical 
treatment may be planned. 

In a small hospital the best initial 
investment is a registered physical 
therapist who may start in a small 
department advantageously located. 
Under an alert, openminded med- 
ical director such a basic organiza- 
tion could carry out most useful 
physical measures with a treatment 
table, an infra-red lamp, a posture 
mirror and pails for contrast baths. 

When the hospital staff sees the 
result of simple hydrotherapy, heat, 
massage and exercise, the director of 
physical medicine should have no 
trouble convincing the hospital 
management that expansion of- 
quarters is logical. It will justify ad- 
dition of such equipment as inter- 
mittent venous compression appa- 
ratus used in peripheral vascular 
disease, electrical machines for 
nerve-muscle testing or stimulation, 
short-wave diathermy for deep heat 
and other equipment according to 
the type of work done in the indivi- 
dual hospital. Fever therapy units 
may be added if there is a definite 
need. Equipment not specifically 
required is in the way and dete- 
riorates when not used. 

In these days of prepaid hospital- 
ization plans, anything that short- 
ens the period of convalescence and 
makes beds available for new pa- 
tients is to the advantage of the pa- 
tient and the hospital. Physical 
therapy may be ordered by the 
physician in selected cases and for 
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proper stages of cerebral, spinal, 
and peripheral lesions of the ner- 
vous system; neurasthenia and 
chorea. It is also valuable in dis- 
locations, sprains, adhesions, frac- 
tures, arthritis, bursitis, synovitis 
tenosynovitis, fibrositis, myositis, 
and ischaemic paralysis. 

Physical therapy has proved its 
value in postural affections and 
static strains of the trunk and lower 
extremities, in scoliosis, and in 
traumatic and post-septic condi- 
tions. It is employed in treatment 
of many bone and joint diseases, as 
well as in peripheral vascular dis- 
eases. Finally, physical therapy is 
useful in vasomotor and trophic dis- 
turbances and in many deformities 
both acquired and congenital. 

Physical medicine should be pre- 
scribed with the same thought and 
precision as when selecting drugs. 
Much misconception and confusion 
have arisen in the past because 
physical treatment has not been 
prescribed according to age, indi- 
vidual tolerance and general or 
local pathologic changes. Too often 
physical therapy is prescribed when 
it is contraindicated or not speci- 
fically needed, resulting in the treat- 
ment falling into disrepute. 

In other instances spectaculai 
cures are attributed to treatment by 
physical measures when _ perhaps 
the program had reached a place 
where improvement could be ex- 
pected anyway; in this manner 
physicians and patients are led to 
expect too much from such therapy. 
If used when indicated and transi- 
tions in treatment keep pace with 
the changes in pathology, then a 
scientific rational system may be 
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followed and reasonable results an- 
ticipated. 

In prescribing physical therapy 
for any type of medical or surgical 
patient for whom it is indicated, it 
is well to consider all possible meth- 
ods in a regular order, always giv- 
ing preference to the simplest meas- 
ures that will accomplish the pur- 
pose. 

One bears in mind the subdivi- 
sions of physical therapy in the or- 
der of practical usefulness. ‘These 
include physiologic relaxation; mas- 
sage; exercise; manipulation; vari- 
ous forms of heat included under 
thermotherapy; cryotherapy or 
treatment by cold applications; 
hydrotherapy; light or photother- 
apy; electrotherapy and mechano- 
therapy (including use of stall bars, 
rings, wands, spirometers, respira- 
tors, alternate suction-pressure de- 
vices, intermittent venous occlusion 
machines and other therapeutic ap- 
paratus). 

Before choosing any of these 
forms of therapy, one should con- 
sider carefully the age and toler- 
ance, as well as general and local 
variations from normal. Then the 
dosage is planned on a graduated 
constructive schedule best suited to 
the individual case. 

The prescription should be spe- 
cific in limiting time of treatment 
by designating “daily for six days” 
or for an out-patient “three times 
a week for three weeks” or whatever 
the physician wishes. This plan sets 
a time for the patient to report to 
his attending physician unless the 
physician is seeing him on daily 
hospital rounds. If this is not done, 
the convalescent may assume that 
he is a patient of the department 
and may return later for a new ail- 
ment without a fresh prescription— 
a circumstance that should never be 
permitted. 

\n approved department for 
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Omll General Hospitals— 
PHYSICAL MEDICINE 


physical therapy, reconditioning, 
and occupational therapy needs 
medical direction by someone who 
has made a special study of this 
field and has a keen interest in cur- 
rent advances in diagnostic proce- 
dures and treatment. The physician 
directing the department of phys- 
ical medicine should be responsible 
for keeping members of the hos- 
pital staff up to date on the pre- 
scription for physical therapy. He 
should be available for consulta- 
tion on subsequent related recondi- 
tioning, occupational and work 
therapy as needed and adapted to 
the individual patient for rehabil- 
itation. 

By this cooperation, time is 
saved for physicians and patients 
while the hospital benefits. Experi- 
ence has shown that such a united 
effort may create a department 
which will more than pay for itself 
and under certain conditions may 
be a source of additional revenue. 
The physical therapist administer- 
ing the various measures should be 
graduated from a school approved 
by the Council on Education of the 
American Medical Association, af- 
filiated with the National Registry 
of the American Physiotherapy As- 
sociation and licensed to practice 
in states that require a separate 
examination for local registration. 

A department of physical medi- 
cine will differ in requirements for 
staff and equipment according to 
the community the institution 
serves. If mills or other industries 
are nearby and if transportation 
facilities are present with their at- 
tendant hazards, then physical 
treatment will demand professional 
personnel conversant with post-trau- 
matic problems and equipment 
which will expedite care of such a 
group of patients. 

A psychiatric hospital should 
have a well balanced physical ther- 











apy department but will find hydro- 
therapy particularly useful. A chil- 
dren’s hospital or convalescent 
home may call for emphasis on 
treatment of infantile paralysis, cer- 
ebral palsy, congenital affections, 
post-traumatic, sequelae, postural 
and static strains or perhaps a com- 
bination of several or all of these 
disabilities. 

Treatment of infantile paralysis 
in the acute stage involves the fol- 
lowing essentials: 


1, Careful diagnostic study. 


2. Mental and physical rest, with con- 
structive psychotherapy. 


3. Adequate liquid nourishment. 

4. Elimination of body wastes. 

5. Bed positions to favor circulation in 
the back and the region of the spinal cord, 
plus change of position to prevent passive 
congestion in dependent body parts. 

6, Sedative physiotherapy, often in the 
form of fomentations. 

7. Physiologic movement of affected 
parts as soon as body temperature is nor- 
mal and a painless arc of motion is pres- 
ent. 

8. Accurate, localized muscle reeduca- 
tion as soon as active motion is possible 
without pain of muscle irritation. 

9. Frequent alignment of affected parts 
to limit tendencies to deformity. 

10. Removable light casts or splints 
especially for night use in small children 
who do not hold prescribed positions. 


These points are enumerated to 
call attention to the importance of 
cooperation and teamwork among 
physician, nurse and physical thera- 
pist. The National Foundation for 
Infantile Paralysis as been instru- 
mental in encouraging organization 
of units composed of professional 
personnel accustomed to working 
together. The physician is respon- 
sible for making the diagnostic 
study and ordering any of the other 
points listed as they are indicated 
in each case. 

The nurse with special training 
in care of acute poliomyelitis will 
execute orders related to points 2, 
3, 4 and 5. She may take an active 
part in application of fomentations 
or she may supervise this work done 
by aides who have received careful 
instruction in details of technique 
and have shown aptitude for accu- 
rate, conscientious performance un- 
der supervision. 

When the physician has decided 
that discomfort and tenderness have 
diminished so as to allow gentle 
passive motion through a painless 
arc, the movements may be carried 
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out by the physical therapist if her 
schedule of work permits or by the 
nurse who has taken instruction in 
this phase of treatment. 

No matter who executes these 
physiologic movements, the chief 
concern should be that the individ- 
ual has a keen sense of perception 
which will recognize the slight re- 
flex resistance to movement which 
occurs just before the patient ex- 
periences pain and before the mus- 
cle goes into protective spasm. 
Movement is stopped short of the 
point of pain. The affected part 
should be lifted carefully and 
moved gently, avoiding contact or 
tension on muscle bellies or nerve 
trunks which may be sensitive. 

The physical therapist, with a 
comprehensive foundation in anat- 
omy and physiology related to 
circulation, nervous and muscular 
systems and joints, should be given 
the responsibility for arousing posi- 
tion or muscle sense (propriocep- 
tive or kinesthetic stimulation) in 
patients and for teaching muscle re- 
education. A physical therapist ex- 
perienced in neuromuscular prob- 
lems can combine use of opposing 
muscles (reciprocal action of ag- 
onist and antagonist) with indivi- 
dual muscle training. 

The physical therapist has educa- 
tion and practice in individual mus- 
cle examination and will record 
grades of power on a chart specially 
arranged for simplicity and clear- 
ness. The physician may see changes 
noted on this sheet and order fur- 
ther steps in treatment accordingly. 

Active use of a muscle will be or- 
dered when voluntary muscle con- 
traction does not cause pain or 
quivering of muscle fibers. A phy- 
sician who is sure of his prestige 
will not resent observations or con- 
structive suggestions by a nurse or a 
physical therapist who is a veteran 
in handling such cases. 

In a case of acute neuromuscular 
disability as seen in poliomyelitis, 
examination, treatment, and rou- 
tine handling must be limited to 
small doses or the illness is aggra- 
vated. The considerate physician 
will take advantage of reports and 
records as well as his own observa- 
tions to help his analysis of the case 
and will assist in limiting repetition 
of examination which may disturb 
the patient. 

Physician, nurse, physical ther- 
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apist and mature patients should all 
be alert to assure protective align- 
ment of body parts. Small children 
cannot be expected, in most in- 
stances, to stay in a prescribed posi- 
tion and may need light, removable 
supports. 

After the acute stage, the phy- 
sician continues to be responsible 
for transitions in treatment at ap- 
propriate times. Packs may be de- 
trimental if used after pain and 
limitation of motion have disap- 
peared, since the moisture may then 
dull perception of the skin over the 
course of a muscle as it is pointed 
out to the patient. In addition, ac- 
tivity may be postponed beyond the 
need for therapeutic rest causing un- 
due delay in restoration of muscle 
tone and power. The physician will 
order trial of sitting and later stand- 
ing and walking when he has stud- 
ied muscle recovery in the light 
of influence of gravity, weight of 
the part, stature of the patient and 
possible static strain. 

Hospital administrators are con- 
fronted with the problem of having 
families of patients with infantile 
paralysis request treatment accord- 
ing to methods described in news- 
paper or magazine articles. The 
public and relatives of patients 
should be educated to know that 
the possibility of recovery or even- 
tual paralysis is determined largely 
at the onset of the disease. If an- 
terior horn cells of lower motor 
neurons are destroyed during the 
acute stage, no treatment will re- 
store power to related muscle fibers. 








On the other hand, by early judi 
cious care, surrounding nerve cells 
may be saved from permanent dam 
age due to congestion and circula 
tory stasis and muscles in affecte«! 
parts may be saved from unneces 
sary atrophy or fibrosis. The onl 
way that paralysis may be prevente«| 
is by controlling the disease at its 
source which is at present un- 
known. 

In late convalescent and chroni: 
cases, we continue to have the same 
problems which have arisen through 
the years for improvement of func- 
tion or correction of deformity and 
which must be met by appropriate 
braces or operations. Even patients 
who have achieved a good recovery 
of muscles and restoration of nor- 
mal body mechanics must maintain 
a protective balance between rest 
and activity through life if regres- 
sion is to be avoided. 

Principles of good posture and 
proper body mechanics are as im- 
portant to the well as to the sick 
and are a protection to professional 
personnel handling patients. The 
physical therapist, in cooperation 
with the nursing school staff, may 
make all of those dealing with pa- 
tients, as well as the patients them- 
selves, aware of the value of com- 
fortable but correct positions when 
lying, sitting, standing and walk- 
ing. The department of physical 
medicine should be instrumental in 
helping many convalescents make 
the transition from illness to health, 
avoiding annoying and unnecessary 
pitfalls on the road to recovery. 





TREATMENT and examination must be limited to avoid aggravating the patient's illness. 
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I MPROVED METHODS OF CARE have 
come as a result of a better under- 
standing of the basic pathology 
producing the variable symptoms 
of poliomyelitis. This clarification 
of symptomatology has been most 
important. When paralysis was 
considered only as a result of an- 
terior horn cell death, there was no 
prospect of satisfactory therapy. 
Muscles were permitted to remain 
inactive and uncared for. ‘Thus was 
added the atrophy and disintegra- 
tion of disuse to the weakness pro- 
duced by the disease itself. A fre- 
quent result was a permanent de- 
formity and loss of function that 
might have been prevented. 

Through exhaustive studies it is 
now realized that paralysis is rarely 
complete. By early and appropriate 
physical therapy many things can 
be accomplished. Proper muscle re- 
education can overcome loss of 
muscle function due to disturb- 
ances of nerve impulses from dam- 
age of lower motor neurons. 

The objective tredtment of in- 
fantile paralysis is to conserve mus- 
cle function and this can be accom- 
plished by conserving the muscles 
themselves. ‘There are many means 
to accomplish this: artificially or 
naturally contracting the weakened 
muscle; dilating capillaries and 
maintaining circulation through 
physical therapy; active and passive 
motion; superficial and deep mas- 
sage; hot packs, infra-red therapy 
and manipulations. This regimen 
usually is started as soon as the gas- 
tro-intestinal tract has been emp- 
tied and the temperature of the pa- 
tient has become normal. 

Much has been written concern- 
ing the difference between the mod- 
ern methods of treatment employ- 
ing physical therapy and the so- 
called orthodox method of fixed 
immobilization. The impression has 
been given that the orthodox meth- 
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od was universally applied and that 
the employment of early physical 
therapy is entirely new in the treat- 
ment of the disease. 

Such a belief is not justified. 
While prolonged immobilization 
was frequently employed, not all 
physicians treating poliomyelitis 
used this method. For over 23 years 
I have used infra-red heat pads un- 
der the mattress, measures to com- 
bat foot drop and sand bags to keep 
the patients in a neutral position. 
Neither I, nor Feiss, 10 years before 
me, felt that we needed fixed immo- 
bilization in the treatment of infan- 
tile paralysis patients. 

Fixed immobilization of weaken- 
ed muscles leads to muscle atrophy. 
This is well brought out by experi- 
mental and clinical studies. The 
permanent casting of normal mus- 
cles of experimental animals leads 
to permanent atrophy. As early as 
1907 Ransom showed that retro- 
grade wallerian degeneration re- 
sults from such practice. The non- 
use of muscles subjected to long 
casting, produces an obvious 
atrophy and complete ankylosis. 

There are many individual varia- 
tions in the general treatment of 
poliomyelitis. Some physicians pre- 
fer placing their patients in a cast, 
simultaneously applying physical 
therapy. Others splint or cast weak- 
ened muscles, remove the immobili- 
zation daily and use physical ther- 
apy. Still other doctors permit their 
patients to lie in bed and do noth- 
ing until all pain has disappeared. 
Then therapy is used. 

While it is generally agreed that 
prolonged immobilization is un- 
wise, no one has yet demonstrated 
that immobilization for short peri- 





Lasting Deformity Can Be Minimized by 
MUSCLE CONSERVATION 


ods of time is harmful to the pa- 
tient. Nor has anyone demonstrated 
that a patient, who has been placed 
in a cast and taken out daily for 
physical therapy, does not do well. 


Although poliomyelitis is not 
primarily a disease of the muscles, 
secondary changes occur in them as 
a result of the disease. The affected 
muscle must be kept in as good con- 
dition as possible to await the time 
when impulses ‘again will traverse 
the axis cylinders of the nerve cells 
which have been impaired by the 
disease. These objectives are ac- 
complished by maintaining a good 
vascular supply. Certain research 
studies have shown that muscles 
whose nerve impulses have been im- 
paired can be kept indefinitely in a 
state of good health awaiting the 
time when nerve cells will recover 
and once more innervate muscle 
fibers. Deformities of weakened 
muscles can be prevented by not 
overstretching or fatiguing them, by 
maintaining their circulation and 
reeducating them through physical 
therapy. 

There is no set time when a pa- 
tient is permitted to get out of bed. 
In general, the criterion for remov- 
ing patients from bed is if gravity 
is not an adverse factor. Complete 
recovery exists only if the patient 
can use his muscles as he did before 
contracting the disease. This does 
not mean acrobatic litheness nor 
the ability to double himself into a 
knot. 


There is no reason why infantile 
paralysis patients should not be ad- 
mitted to a general hospital, espe- 
cially if these institutions have 
physical therapy and orthopedic de- 
partments. The possibility of cross 
infections from one patient to an- 
other is not a cause for worry. 

Cleveland’s City Hospital has 
been accepting poliomyelitis pa- 





55 









tients since 1922 without any un- 
toward incident. 

Infantile paralysis patients can 
be handled in the same manner as 
typhoid fever cases. All general hos- 
pitals admit patients with typhoid 
fever, a disease which is a dozen 
times more infectious and danger- 
ous for those who come in contact 
with it. A hospital administrator 
could not refuse admission on the 
basis of contagion, inasmuch as con- 
tagion can easily be controlled. 

The care of these patients usually 
falls to the pediatrician, although 
an orthopedist or one especially in- 
terested in the disease may handle 
the case. After the diagnosis has 
been made with the aid of the pedi- 


atrician, internist or orthopedist, 
the patient should be carried 
through the acute or sub-acute 
stages by a competent physical ther- 
apist under the direction of a pedia- 
trician, orthopedist, internist, or 
doctor of physical medicine. 

It is better for the patient to re- 
ceive competent supervised physical 
therapy over a long period of time 
than to have the services of famous 
specialists who can see him only oc- 
casionally. 

Reeducation must be employed 
until it is evident that no further 
progress is possible. Then the pa- 
tient becomes an orthopedic prob- 
lem. The attention of the ortho- 
pedist, however, is required early in 


the disease so that he can advise 
during the entire course of treat- 
ment. If, during the sub-acute stag: 
when he is receiving physical ther- 
apy, the patient insists on moving 
against gravity while some muscles 
are still weak, the orthopedist wili 
have to splint them. 

The ideal place to care for these 
patients is one where they obtain the 
many and varied required services. 
Patients recover when they have the 
advantage of continuity of intelli- 
gence and skilled treatment. With 
the aid of the National Foundation 
for Infantile Paralysis, general hos- 
pitals can be staffed and equipped 
to provide optimum care for the in- 
fantile paralysis patient. 


What Research Teaches So Far About 
INFANTILE PARALYSIS 


I. SPITE OF the fact that some of 
our best scientific effort has been 
focused on poliomyelitis for years, 
it remains one of the most elusive 
problems of modern medicine. 

Poliomyelitis is almost the only 
common infectious disease whose 
exact mode of transmission is not 
surely known. No one has the vag- 
uest idea how to stop poliomyelitis 
in its acute state; about the only 
thing that can be done is to let it 
run its course and then try to patch 
up the damage. On the other hand, 
even in epidemics the chances are 
that only about three children in a 
thousand will suffer a recognizable 
attack. And of these three only one 
is likely to be permanently crip- 
pled. 

The disease is so obscure that it 
was not until 1907 that the Swedish 
investigator, Wickman, produced 
convincing evidence that it was in- 
fectious by observing its spread 
from one individual to another in 
small villages. Another landmark 
was reached in 1909, when Land- 
steiner and Popper first transmitted 
it to a monkey in the laboratory. 
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Even this did not open up the field 
of research as much as such a dis- 
covery would have done in many 
other diseases, because there were 
still many things which made polio- 
myelitis extraordinarily difficult to 
study. 

Polio is caused by a virus, a much 
more elusive kind of organism than 
the bacteria which cause so many 
common infectious diseases. Bac- 
teria can generally be seen under 
the microscope; viruses cannot. Al- 
though some of the larger viruses 
recently have been photographed 
through the new electron micro- 
scope, poliomyelitis is so small that 
it has not yet been visually identi- 
fied. Nor has it been grown in a 
test tube. 

Bacteria for the most part exist 
between the body cells of their host, 
drawing sustenance from the body 
fluids which also nourish the host 
cells. Laboratory media can provide 
a satisfactory substitute for these 


body fluids, so that cultures of the 
bacteria can be made for study. 
Viruses, on the other hand, must 
tap the vital processes of the cell 
itself; they can grow only inside 
the body cells of a living animal or 
human being. Consequently, the 
usual procedure of making a cul- 
ture for laboratory study cannot be 
used in work with viruses. 

But the greatest obstacle of all 
to the laboratory study of polio- 
myelitis was the fact that—aside 
from man—the only living creature 
susceptible to poliomyelitis appar- 
ently was the monkey. Until re- 
cently, the monkey was such a rare 
and expensive animal in the labora- 
tory that experiment on an ad- 
equate scale was impossible. The 
investigator working on typhoid, 
dysentery or diphtheria could make 
a hundred cultures where the polio- 
myelitis worker could inoculate 
only one monkey—and often learn 
nothing. 
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Only since the beginning of the 
“March of Dimes” campaigns in the 
past few years have funds and or- 
ganization been available to pro- 
vide monkeys in numbers really 
adequate for research. Other special 
difficulties still remain, however; 
for example, one man can inoculate 
and care for 100 mice in a few glass 
jars, but he can provide similar 
services for only half a dozen mon- 
keys which have to be kept in clean, 
roomy cages. The resulting prob- 
lems of manpower, skill and hous- 
ing still are not entirely solved. 


Many laboratories now are mak- 
ing efforts to find methods for 
growing poliomyelitis virus outside 
the body and for detecting its 
presence in infected material with- 
out having to inoculate a living 
animal. So far, all such efforts have 
been unavailing. A considerable ad- 
vance was made when it was dis- 
covered—by the tedious process of 
trying out many different kinds of 
animals—that some types of polio- 
myelitis virus which had been ac- 
customed to growing in the monkey 
brain also could be made to live 
and multiply in the brain of a cer- 
tain little-known wild rat; and that 
from the rat the virus could then 
be “adapted” to the brain of the 
ordinary laboratory mouse. 


This finding has made possible 
various kinds of large-scale experi- 
mentation relating to immunity, 
though there are many workers 
who feel that the jump from mouse 
to man is too great to be made with 
safety and that it is unwise to at- 
tempt to apply what it learned 
from mice directly to human prob- 
lems. In our own laboratory we are 
now using chimpanzees to make a 
final check of results obtained from 
work with mice and monkeys before 
applying them to human beings. 
For the chimpanzee not only is 
susceptible to poliomyelitis, but is 
the closest substitute for man which 
will ever be available for free ex- 
perimentation. 


Why is so much experimentation 
necessary? Why cannot researchers 
depend to a greater extent on the 
data they obtain from clinical ob- 
servations? The answer lies in the 
peculiar nature of poliomyelitis as 
a disease. 

It is difficult obviously to find out 
the means by which a disease is 
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MANY laboratories are experimenting on methods of growing polio virus outside the body. 


transmitted from one individual to 
another unless one can identify 
those who are infected. Strange as 
it may seem, most cases of polio- 
myelitis are not permanent. It was 
noted by early observers that when 
one case occurred in a family, 
minor illnesses were common in 
the household, especially among the 
other children. It was concluded, 
on meager evidence to be sure, that 
these illnesses were also poliomye- 
litis. Just how frequent these mild 
nonparalytic episodes were could 
only be inferred, because most of 
them were never brought to the 
physician’s attention. 

If it had been possible to make a 
culture from any suspected illness— 
a routine procedure where bacterial 
diseases are concerned—it would 
have been relatively simple not 
only to determine the true nature 
oi these nonapparent cases, but also 
to form some idea of their preva- 
lence in the community. Since no 
ordinary culture can be made of a 
virus, epidemiologists were forced 
to indirect reasoning to obtain such 
information. 

A disease which attacks pri- 
marily children may do so because 
they are more frequently exposed 
than their elders. A more frequent 
explanation, however, is that adults 
have already had the infection and 
are immune—as is true of measles 
and other childhood diseases—or 
that they become more resistant 
with age. It was observed that. the 


average age of children afflicted by 
poliomyelitis was slightly lower in 
large cities than in country districts. 
This certainly indicated that merely 
growing older could hardly be the 
cause of this increased resistance, 
since people grow up at pretty 
much the same rate in city or coun- 
try. 

It was argued strongly that the 
relative immunity of adults was 
acquired through actual contact 
with the virus, since opportunity 
for contact comes earlier in 
crowded cities than in sparsely set- 
tled rural districts. Since even dur- 
ing epidemics rarely more than 
three children per thousand are af- 
flicted with clinically demonstrable 
poliomyelitis, it seems quite clear 
that the vast majority ‘of people 
must have had infantile paralysis 
and gained a practical immunity 
without ever being aware of it. 

Poliomyelitis is, therefore, quite 
like measles in being a common 
malady; but it is also very different, 
since virtually everyone remembers 
whether he had measles, while few 
are conscious of infection with pol- 
iomyelitis. Since monkeys have be- 
come easier to obtain for experi- 
mental purposes, it has been pos- 
sible, by inoculating them, to test 
secretions from considerable num- 
bers of adults and children in the 
immediate environment of a case 
of poliomyelitis; thus, many are 
shown to be infected although they 
may have no symptoms of illness. 
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It seems clear that these virus- 
carrier states have an important 
bearing upon the means by which 
the individual develops immunity 
or conveys the virus to the next 
person. 

Naturally the next question is: 
How does a human being harbor 
the virus? Since the early days of 
research on poliomyelitis, it has 
been recognized that the virus was 
likely to be present in both the 
throats and stools of cases and also 
of certain well individuals who had 
usually been in contact with a case. 
A few years ago it was shown that 
virtually all cases and many con- 
tacts had virus in their stools. At 
the same time virus was also 
isolated from flies trapped in epi- 
demic areas. ‘To many researchers, 
this seemed virtually to prove that 
poliomyelitis was transmitted in 
much the same fashion as typhoid 
or dysentery. The incidence of 
epidemics in the late summer also 
fitted in with such a hypothesis, 
since all diseases acquired from 
human excrement are favored by 
warm weather. 


Cold Weather No Bar 


But many epidemics of polio- 
myelitis continue into the cold 
weather, when flies are not active. 
Furthermore; if fecal contamination 
of food or water were responsible 
for the disease, one would expect 
mass outbreaks traceable to a single 
source. Such group infections have 
been frequently recorded for dis- 
eases such as typhoid, which are 
definitely known to be fecally trans- 
mitted. In the case of poliomyelitis, 
however, outbreaks of this sort are 
conspicuously absent; it is notable 
that only three have been recorded, 
and that all of them were traced to 
contaminated raw milk. 

Sanitary improvements in this 
country during the past generation 
have greatly reduced the incidence 
of typhoid, dysentery, and other en- 
teric diseases, yet poliomyelitis has 
remained unaffected. Poliomyelitis 
is not a disease of filth and is com- 
mon in the homes of the well-to-do. 
It would seem, therefore, that polio- 
myelitis does not fit perfectly the 
pattern of a fecally transmitted 
disease. 

Mosquitoes and other blood- 
sucking insects have been studied 
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as possible transmitters. Since lower 
animals apparently do not harbor 
the virus and it is very infrequently 
found in the blood of human be- 
ings, there is no means by which 
such insects could become infected. 
Consequently, they have been vir- 
tually eliminated from considera- 
tion. 


Only within the past year an im- 
provement in the technique of re- 
covering virus from the throat has 
shown that it is probably present in 
the throats of at least half of the 
paralytic patients for about three 
days after the onset of their symp- 
toms. As even this technique is 
relatively crude, however, it seems 
probable that considerably more 
than half of the patients harbor 
virus in the pharynx and respira- 
tory passages. It is also possible 
that, as in the case of measles and 
other virus diseases of respiratory 
origin, the virus may be present in 
the throat before the patient is 
aware of being sick. Yet polio- 
myelitis does not fit the pattern of 
most air borne diseases, since its 
greatest incidence comes in the 
summer, whereas such ailments 
usually reach a peak during the 
winter. 


While the exact way in which 
poliomyelitis spreads is still subject 
to debate, there is very little doubt 
that it is transmitted through hu- 
man contact. Regardless of whether 
the virus comes from fecal or phar- 
yngeal sources, it probably enters 
the body through the nose or 
mouth and from there reaches the 
pharynx and gastro-intestinal tract. 
Then, apparently, it passes through 
the lining of these structures and 
follows their nerves back to the 
brain and spinal cord, where it may 
strike with deadly force. (Some 
widely published accounts have sug- 
gested that the virus invades the 
nervous system along the nerves of 
smell, but there is proof that this 
is not the case.) 


Parents should note particularly 
that since the virus is often present 
in the pharynx during epidemic 
periods, operations for the removal 
of tonsils are definitely dangerous, 
for they provide an opportunity for 
the virus to reach freshly cut 
nerves. Medical literature contains 
some dramatic and tragic stories of 
polio following tonsil operations. 


It is important, from a general 
scientific point of view, to know 
how long persons who have had 
nonparalytic poliomyelitis or are 
unrecognized virus carriers may 
harbor the infection in their throats 
or eliminate it in their stools. ‘There 
is doubt, however, whether this in- 
formation, when it is finally accum- 
ulated, will have any practical bear- 
ing upon the problem of how to 
avoid contact. To most investigators 
it is fairly obvious that during epi- 
demic periods—in cities, at least— 
the virus is probably so widespread 
that it is virtually impossible to 
avoid contact with it, since most of 
the infected persons cannot be iden- 
tified and isolated. This furnishes 
a strong argument against bringing 
children into epidemic areas. Prob- 
ably in every case, despite our best 
efforts to check it, the virus goes 
through a community until it has 
reached the number of susceptible 
individuals to a point where the 
disease can no longer maintain it- 
self. For this reason, there is almost 
always a period of several years be- 
tween epidemics in a given area, 
while a new group of potential vic- 
tims grows up. 


May Not Be Noted 

Although it is difficult, if not 
impossible, to escape contact with 
poliomyelitis virus, there is some 
comfort in the fact that, viewed in 
the large, polio is really a mild 
disease. It seems certain that a large 
proportion of cases are so light as 
never to be recognized at all. Dis- 
regarding these, we find that during 
epidemics, attack rates for children 
one to 10 years old are at most from 
two to four cases a_ thousand. 
Usually they are much lower and 
during non-epidemic times they are 
virtually negligible. Among chil- 
dren above 10 years of age attack 
rates decline sharply and at 20 
years and over they are not more 
than about one in 100,000, even in 
epidemic times. 

Poliomyelitis attacks primarily 
the groups of nerve cells in the 
spinal cord which control the use 
of the voluntary muscles in the 
head, trunk and limbs. Deprived of 
impulses from these nerve cells, the 
muscles are limp and useless. The 
damage sustained by the nerve cen- 
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ters may range from temporary sus- 
pension of function to complete 
destruction. Fortunately the former 
is the more common. (No matter 
how severe the paralysis, the mental 
capacity of the patient is never 
affected.) 

If the nerve cells are really wiped 
out, then nothing can replace them. 
During embryonic growth, the in- 
dividual develops the nerve cells 
which must serve him his entire 
lifetime, and there is no known 
means of bringing back those that 
are lost along the way. Poliomyelitis 
patients do well or badly in pro- 
portion to the number of motor 
cells which the disease has spared. 
Every patient has some nerve cells 
to spare and can get along quite 
satisfactorily with considerably less 
than the normal number—especial- 
ly if his losses are rather evenly dis- 
tributed within the nerve centers. 

Although the average child un- 
der 10 years risks only three chances 
in a thousand of suffering a severe 
attack of poliomyelitis, even during 
an epidemic, and only one chance 
in a thousand of being crippled for 
life, I am well aware of the limita- 
tions of this kind of statistical com- 
fort. For that one child in a thou- 
sand, poliomyelitis still is a great 
tragedy. In 1944, the severe polio 
epidemic permanently handicapped 
some 5,000 American children—too 
large a number for any nation to 
regard complacently. 

The ideal answer, of course, 
would be to find a good, safe vac- 
cine or a magic bullet like penicil- 
lin. Today many laboratories are 
reconsidering the problem of find- 
ing a vaccine, which was regarded 
as hopeless a few years ago. Virus 
diseases are tricky things from this 
standpoint, since the best vaccines 
contain live virus and there is the 
risk of occasional infection from the 
vaccine itself. 

In the case of such dreaded dis- 
eases as smallpox and yellow fever, 
which have been known to wipe 
out whole communities, this risk is 
something most people are willing 
to assume. Few scientists have been 
convinced, however, that the chance 
of an individual’s being stricken 
with paralytic poliomyelitis is great 
enough to justify the use of a vac- 
cine which threatens the slightest 
danger; so far no one has produced 
a safe vaccine which gives any 
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promise of being effective. But re- 
cent discoveries in other fields have 
indicated methods which promise 
to inactivate the virus and make it 
safe without destroying its value as 
a vaccine. 

The other road—the finding of a 


drug which will arrest the progress 


of polio—is one of the toughest 
problems in medical research. It, 
too, is bound up with the question 
of the treatment of virus diseases in 
general. Since a virus lives inside 
the body cells rather than in the 
fluids between them, any drug or 
serum which is to affect it must pass 
beyond the tissue fluids, in which 
it would be effective against most 
bacteria, and enter the cells them- 
selves. All drugs known to destroy 
the virus also kill the cells, so this 
has not been a practical approach. 

It is now suspected that viruses 
do not flourish in cells which them- 
selves are not flourishing. The prob- 
lem then becomes one of finding 
how to alter the vital activities of 
the cell in such a way that it no 
longer furnishes a suitable medium 
for the virus, without at the same 
time endangering the cell’s own 
life. Such a treatment must be cap- 
able of producing rather far-reach- 
ing effects upon the economy of the 
cell, but at the same time must be 
benign and easily reversible. The 
nervous system is so vital that the 
price of a misstep here would be as 
great as that exacted by the disease 
itself. 

It is clear that in order to con- 


trol polio, a great deal of method- 
ical, painstaking research will be 
necessary. In the past the tempta- 
tion had been great to try for a 
lucky shot, but it must honestly be 
admitted that we probably would 
have been much farther along today 
if there had been more intensive 
effort to understand how polio- 
myelitis virus behaves in the body, 
rather than so much emphasis on 
empirical methods of treatment or 
cure. 

Popular interest in polio has 
been so intense that for a number 
of years the annual fund raising 
drives of the National Foundation 
for Infantile Paralysis have met 
with great success. The result is 
much more extensive research than 
ever before was possible. In univer- 
sities all over the country groups 
are now at work on various aspects 
of the poliomyelitis problem. This 
has been going on for nearly 10 
years, and the work is beginning to 
show some results. 

Years more of research will be 
required to solve some of the com- 
plex problems involved. The cru- 
cial test of popular support for such 
a research program will come in the 
degree of trust and patience which 
the public is able to show. Will the 
people continue to support a cause 
where real progress is slow? If they 
do, there is at least a reasonable 
hope that poliomyelitis—like many 
another diseases once thought in- 
superable—may some day be con- 
quered. 
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Poliomyelitis follows the cal- 
endar—Weekly incidence of in- 
fantile paralysis in the United 
States, 1940-44 (Data from the 
U.S. Public Health Service). 





SEASONAL 


cA, THIS TIME of the year, 


a frequent question is, “Where will 
infantile paralysis strike this sum- 
mer?” To that pertinent question, 
there can be but one answer: “No 
one knows.” 

There is no scientific method of 
forecasting where future outbreaks 
of poliomyelitis will occur. Medical 
science, despite its many achieve- 
ments, is unable to prevent the oc- 
currence of an epidemic. This lack 
of specific control methods makes 
poliomyelitis a major public health 
problem. 


So far, the most hopeful develop- 
ment in our fight against infantile 
paralysis is the knowledge of how 
to care for victims, of minimizing 
its crippling effects, and of rehabil- 
itating those already disabled. To- 
day, many victims will recover com- 
pletely and a majority of them will 
suffer no serious disability. 


In addition we have made some 
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progress in research. Several strains 
of the poliomyelitis virus have been 
isolated and identified. The virus 
has been found in the intestines, 
the upper respiratory tract, in sew- 
age, in stools and in or on flies. 
These discoveries have opened up 
new lines of research which may 
have an important bearing on the 
public health control of the dis- 
ease. 

The effect of chemotherapeutic 
substances on the virus is under in- 
vestigation, as is the effect of differ- 
ent diets in relation to poliomye- 
litis. The work of the Public Health 
Service in transmitting certain 
strains of the virus to laboratory 
animals such as the cotton rat and 
common house mouse, has been 
confirmed by other agencies. This 
will reduce the expense of extensive 
investigation and negates the rela- 


tive rarity of monkeys which here- 
tofore had been the only animal 
suitable for laboratory work in 
polio research. 

However, research has not yet 
given us means of preventing out- 
breaks of poliomyelitis. In fact, the 
outbreaks appear to be even more 
extensive geographically—and more 
intensive within the stricken com- 
munity—today than in the past. No 
epidemic of the disease was recog- 
nized anywhere in the world prior 
to 1890, and none in this country 
prior to 1894. Yet, there is evidence 
that poliomyelitis occurred sporad- 
ically as far back as the Egyptian 
civilization. 

Statistical data on infantile par- 
alysis are of somewhat doubtful 
value. Lack of uniformity in re- 
porting these cases is one prime 
flaw. Unlike pneumonia, diphthe- 
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ria, or influenza there is discrep- 
ancy ia diagnostic criteria. Polio- 
myelitis as a reportable disease has 
no uniform definition. There is no 
set of standards to be applied uni- 
versally throughout the country. 
The various states through their 
regular health officers set up their 
own regulations governing the re- 
porting of infantile paralysis. Some 
states report cases with paralytic 
symptoms and others report cases 
without paralytic symptoms. Scien- 
tists are striving to develop a labor- 
atory diagnostic test for this disease 
but so far have not been successful. 


Bizarre as the disease is, there is 
uniformity in the seasonal pattern. 
With but slight variation, epidem- 
ics begin in the Northern Hemi- 
sphere late in May or early June 
and reach their peak in mid-Sep- 
tember. 


The factors that set off an epi- 
demic are still obscure, nor has it 
been established why epidemics 
cease as they do. Careful analysis of 
available data fails to reveal any 
regular cyclic trend. The periodi- 
city of infantile paralysis is still a 
matter of conjecture. 

Although we still lack scientific 
methods of determining the locale 
of future epidemics, we do have 
some interesting presumptive evi- 
dence. Many observers have theor- 
ized that as an epidemic spreads 
throughout the community, it re- 
duces the number of susceptible 
individuals to a point where the 
epidemic can no longer maintain 
itself. Until a new group of poten- 
tial victims grow up, which may be 
from four to six years, that com- 
munity should be less vulnerable. 

Such theorizing is largely conjec- 
ture. On the assumption that such 
reasoning might be correct, how- 
ever, it would follow that those 
areas which have not suffered epi- 
demic attacks for a number of years 
are more vulnerable to disease than 
those which have had recent epi- 
demics. 

There is danger of relying too 
strongly on this theory. A recently 
exposed area may be lulled into a 
feeling of false security. Other areas 
which have been free from the dis- 
ease for several years may become 
unduly alarmed. The safest proce- 
dure by far, is for all communities 
to prepare for epidemics. 


JUNE 1946, VOL. 20 





DISTRIBUTION OF POLIOMYELITIS IN THE UNITED STATES 


CASE RATES PER 
100000 POPULATION 














DISTRIBUTION OF POLIOMYELITIS IN THE UNITED STATES 


NUMBER OF CASES 
PER 100000 POPULATION 


~|wo [7 Junogr 
|___jeases LJ 10 














DISTRIBUTION OF POLIOMYELITIS IN THE UNITED STATES 





NUMBER OF CASES 
PER 100000 POPULATION 


|wo 7 77Jumoer 
casts (///) 10 











THESE MAPS show the distribution of poliomyelitis cases in the country for the years 
1942-44. Official figures for 1945 have not been compiled, but 13,514 cases have been 
recorded provisionally. Rates were highest in eight states and the District of Columbia. 
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Some Practical New Developments in 


DIETARY EQUIPMENT 


APID PROGRESS has been made 
R in industry during these years 
of great production. New equip- 
ment offered in the institutional 
field is reflecting the experience 
gained by manufacturers in meet- 
ing wartime requirements. Fine 
equipment is now available for 
processing metals and scientific 
facts learned about materials and 
construction are being applied to 
the manufacture of food produc- 
tion and service equipment. New 
food handling installations adapt 
the industrial assembly line to the 
movement of food through the 
kitchen and along food service 
routes. 


How outstanding, efficient and 
different from worn-out conven- 
tional practice the new kitchen 
emerges will be a measure of the 
dietitian’s thinking capacity and 
the effectiveness with which her 
“on the job” knowledge can be 
transmitted to equipment engi- 
neers and manufacturers. This will 
be equally true of small and large 
hospitals. The application must be 
worked out for each type of insti- 
tution. 


Increased demands on the hos- 
pital food service and a decrease in 
the labor supply, have shown the 
importance of streamlining layouts 
and equipment and the need for 
labor-saving devices to offset higher 
wages as well as fewer and less com- 
petent employees, while at the 
same time meeting higher stand- 
ards of food production and sani- 
tation. Perhaps we can refresh our- 
selves with thoughts of the future 
dietary departments—colorful, 
straight-line design, the equipment 
made with sound-deadening fea- 
tures and with airconditioning 
throughout. 


We shall consider, first, the basic 
materials used in production; sec- 
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ond, equipment of standard con- 
struction which is usually covered 
by a patent and the frabricated 
equipment consisting of items 
made to suit specific requirements 
and to conform to available space; 
third, auxiliary items which add to 
effectiveness of the food operation 
as labor-saving or product-improve- 
ment items. 

Fifty years of experience with 
aluminum has produced the prod- 
ucts we have today. The new thing 
in the aluminum field is the proc- 
essing. Hard alloys are now used 
in the manufacture. Why are these 
hard alloys better? They give three 
times the tensil strength (pulling) 
and greater yield (resistant to 
blows). It will not dent or gouge 
so easily and it has greater resist- 
ance to corrosion. These new hard 
alloys accomplish finer finishes 
which are important to the dieti- 
tian. Previously, in finishing, a line 
surface resulted from spinning 
with steel wool to obtain smooth- 
ness. All-steel dies are now used 
and the patented finish has a ten- 
dency to wear brighter. 

‘In aluminum, the alloys now 
used are: Chrome, less than 1 per 
cent which gives brightness; mag- 
nesium which gives hardness; sil- 
icon which gives hardness and re- 
sistance to corrosion. 

Since the war, fine equipment is 
available to make wrought sheet in- 
stead of cast (pouring into mould) 
aluminum. The wrought sheet 
gives a finer surface. Aluminum 
manufacturers have developed a 
more sanitary product by eliminat- 
ing cracks and crevices. The radius 
in corners has been opened up, 
resulting in no difficult corners to 
clean. More sanitary fittings are 





now used in the construction of all 
aluminum equipment. 

Stainless steel metals, often 
spoken of as the non-corrosive 
metals, are the most satisfactory 
where the property of corrosion-re- 
sistance, appearance and ease of 
cleaning are important factors. 


Monel metal contains about 65 
per cent nickel. It is not affected 
by strong acids. Sulphuric acid has 
no effect on monel but it cannot 
be used with stainless steel. Monel 
metal is being produced with a 
new finish which makes it brighter 
than before. 


The stainless steel alloys can be 
divided into two general groups— 
the straight chromium (iron plus 
chromium) types which were first 
developed and the chromium- 
nickel group, the 18-8 type (ap- 
proximately 18 per cent chromium 
and 8 per cent nickel) is the most 
commonly used for food service 
construction. New nechniques in 
fabricating and welding stainless 
steel have been perfected. Through 
greater experience better stainless 
steel materials are coming from the 
mills. 


To overcome the objection of 
using stainless steel ware for top- 
stove cooking—because it is a poor 
conductor of. heat—mild steel-clad 
and copper-clad varieties have been 
developed. This mild steel-clad 
may be likened to a sandwich. The 
inside or filling is 60 per cent mild 
steel and on each side of this is a 
layer of g0 per cent 18-8 stainless 
steel. The mild steel and stainless 
steel aré then rolled into one plate. 
The ‘mild steel provides good heat 
conduction for cooking, and the 
stainless steel outside is good look- 
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ing, easier to clean than glass and 
non-corrosive. On this three-ply 
ware, however, handles must be 
riveted. The handles on pure stain- 
less steel such as dippers, dishpans 
and storage receptacles are welded. 


The copper-clad utensils have an 
eighth-inch layer of copper electro- 
plated on the bottom. This pro- 
vides the good features of copper 
for cooking and the ease of clean- 
ing of the stainless steel. One finish 
is adequate for general use in the 
dietary department. Another re- 
duces the cost and is satisfactory 
for storage containers. 


Plastics are used for hospital 
trays, table tops, counter panels 
and children’s dishes. Some _ plas- 
tics do not withstand sterilization 
at high temperature. Hard usage 
causes corners to break and such 
evidence is indicative of the need 
for further research. However, for 
snack bars, cafeteria counter panels, 
plastics add color, are exceedingly 
durable and easily cared for. 


Standardized or fabricated equip- 
ment makes up the largest part of 
the installation. This equipment is 
placed in the layout to conform to 
assembly line operation. Here the 
dietitian’s knowledge of the pre- 
conceived schedule of operation is 
utilized in laying out the plant and 
for incorporating labor-saving 
equipment and every automatic 
device that will eliminate human 
operation and minimize mainte- 
nance and cleaning problems. 


Minimizing Distance 

Storerooms, refrigeration units 
and preparation units are coordi- 
nated in proper sequence, and dis- 
tances minimized by straight-line 
forward movements. Motions are 
studied and applied to the logical 
segregation of workers and arrange- 
ment of operation. Job methods, 
now considered important for good 
training and supervision, will in- 
fluence the arrangement of work 
and tools. 


In the food service units the as- 
sembly line operation follows the 
same principles for either cafeteria 
or patient central-tray service, ex- 
cept in the latter the trays usually 
move on a belt in the center of the 
counter with the workers stationed 
on either side. Automatic dispens- 
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ing devices are very effective in this 
type of operation. These self-serv- 
ing wells are provided for trays, 
glasses, cups, plates and saucers. 
Glasses and cups are placed in glass 
racks. 

By an arrangement of calibrated 
springs, chassis and sprockets which 
are compensated to the weight of 
tableware in use, these articles are 
raised up automatically and silent- 
ly, so that the upper one is always 
put slightly above the counter top, 
ready to be picked up. The wells 
are insulated and heated by steam 
coils or by electricity and chilled 
by refrigeration if desired; all at 
small operating expense. 


Counters may be connected to 


remote automatic compressors, one 
to accommodate the salad refrigera- 
tor and cold pans, the other the ice 
cream cabinet. Other services in- 
corporated in the counter include 
an electric roll warmer built in 
under the bread section for replen- 
ishment of hot rolls or as a part of 
the steam table substructure to ac- 
commodate reserve pans of hot 
food. 


Cafeteria counter tops by some 
manufacturers are being made 
eight inches wider. The additional 
depth increases the service capacity 
and dishing-up space area. In these 
same counters storage under is held 
to twenty inches for ease of clean- 
ing. Hot food storage receptacles 
are replacing in some installations 
the steam tables. These units are 
insulated, electrically heated and 
individually adjustable to the right 
temperature for each food. Soup 
and mashed potatoes are no longer 
subjected to the same temperature. 
These individual wells are sanitary, 
easily cleaned and steam hazards 
are avoided in replenishing foods. 


A new coffee making system has 
appeared on the market with a unit 
that does not burn out, automatic 
temperature control and _ perma- 
nent filter. This new filter elim- 
inates the use of coffee bags and 
filter paper. The filtration is rapid 
and the ease with which the coffee 
grounds are emptied and the filter 
cleaned is one of its good features. 
Urns placed on the counter prevent 
turning in serving. One cafeteria 
has placed an additional faucet on 
the urn on the diningroom side to 
permit customers to help them- 








selves to a second cup of coffee. 
Placing the silverware at the end of 
the counter or in boxes on slides 
in the diningroom prevents the un- 
necessary use of silver and adds an 
economical feature. 


The design of canopies over 
cooking units is receiving much 
needed consideration. Drop parti- 
tions from the ceiling to the outer 
edge of the hood eliminate clean- 
ing the top of the hood. Better ven- 
tilating operation controls the air 
pull as well over the front working 
edges of the range as at the back. 
Grease filters are being recom- 
mended. These effect 80 per cent 
extraction of the grease. They are 
made with springs and buttons and 
can be lifted out for cleaning. For 
baking and roasting, some feel that 
reel type ovens give greater flexibil- 
ity. Freezing units are considered 
standard equipment and the pre- 
ferred walk-in type provides a ves- 
tibule for food storage. 

Electricity for cooking is taking 
precedence in some areas due to 
ease of operation, cleanliness and 
safety factors. Dishwashing pre- 
rinse is important and _ several 
types of this equipment are avail- 
able. 


Much Equipment Is New 

In the third or last group which 
for convenience is classified under 
auxiliary items, specialists may 
manufacture only one or a few 
items. Much of this equipment 
cannot be considered new. How- 
ever, improvements have been 
made in construction for ease of 
operation, new materials are incor- 
porated, and the designs are styl- 
ized. 

By the use of hard alloys, a better 
finish can now be given to alumi- 
num trays. It is affected by hard 
alkalis in such procedures as sterili- 
zation in hard water. On the other 
hand such a finish on the chef's pot 
for making cream sauce, prevents 
the black streak due to the reaction 
of the iron of the whip and the 
aluminum. Army aluminum roast 
pans with a depth of 7 inches and 
with covers which can be used for 
top-stove cooking will continue to 
be produced. It is claimed that the 
new hard aluminum alloys used for 
cake and pie pans tend to relax on 
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the hearth of the oven which gives 
complete contact at all points. 

A washer and drier which works 
automatically in washing, rinsing 
and drying silver comes in three 
sizes and washes up to 4,500 pieces 
an hour. 

The autoclave is being used in 
some institutions for the steriliza- 
tion of baby formulas. The instal- 
lation of this unit between the bot- 
tle washing and formula room pro- 
vides a flexible arrangement. In- 
vestigation in autoclaving formulas 
points out that particularly in the 
small hospital, by proper care, con- 


sideration might be given to the 
centralization of autoclaving for- 
mulas and formula room equip- 
ment with other autoclaving proce- 
dures. 

Communicating systems between 
service counters and kitchens are 
now being used for greater efficien- 
cy in taking and sending orders. 

Only a few of the developments 
in equipment are covered here. 
Equipment engineers are keeping 
pace with the scientific develop- 
ments which can be applied to 
processing materials, to the fabrica- 
tion of these materials into equip- 


ment, keeping in mind efficien: 
operation, pleasing design and lov 
maintenance features and to re- 
lated planning between all units o! 
service. 

Large sums of money are to be 
expended for remodeling and con- 
struction of food service depart- 
ments in hospitals. The dietitian 
has a most important place in this 
future planning, and it will be well 
for her to consider that long term 
values of appearance, efficient oper- 
ation, and wear may more than off- 
set the disadvantage of a higher 
initial cost. 


In Hospital-Plan Relations, the Foundation 15 
SERVICE BENEFITS 


oo HOSPITALS AND Blue 
Cross plans are facing a most 
serious challenge to their existence; 
the challenge comes from Washing- 
ton. There, well meaning but, I 
believe, misguided persons would 
have the federal bureaucracy as- 
sume responsibility for health and 
hospital care. 


What are these voluntary agen- 
cies doing to justify their con- 
tinued existence? For the hos- 
pitals, surveys are now being con- 
ducted on a state-by-state basis 
throughout the nation and plans 
are being developed on a regional 
basis to promote a system of health 
care which will meet the special 
needs of every community. The 
fact that the voluntary health sys- 
tem has now arrived at such a mile- 
stone indicates the system is alive 
and anxious to fulfill its proper ob- 
ligations. 


Blue Cross plans, much younger 
than hospitals, are also showing a 
steady growth. Critics had as- 


Mr. Putnam is treasurer of the Hos- 
pital Service Plan Commission, an or- 
ganizer of the Massachusetts Hospital 
Service plan, and has been president 
since its incorporation. He was a hos- 
pital trustee before going into Blue 
Cross work and is an_ investment 
banker. 
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sumed that with the closing of war 
industries Blue Cross would lose 
subscribers. The opposite has 
proved to be the case. We can take 
justifiable pride in being connected 
with something which the public 
clearly wants. At the same time we 
must beware of complacency. Why 
does the public buy Blue Cross pro- 
tection rather than that of well 
known commercial companies? It 
seems there are two reasons for this. 
In the first place, Blue Cross plans 
are non-profit organizations and 
are, therefore, in a position to give 
greater value than a company that 
must earn a profit. In the second 
place, Blue Cross gives service ben- 
efits and not a cash indemnity. 
This matter of service benefits 
is the very foundation and heart of 
the whole principle of Blue Cross. 
To discuss this point a little digres- 
sion into the history of the Blue 
Cross movement will be useful. 
The early beginning centered 
around hospitals with progressive 
managements. Administrators, real- 
izing the difficulties of collecting 
hospital bills as well as the hard- 


ships caused to many of those who 
had to pay them, conceived the 
idea of applying the insurance 
principle to hospital care. 

A community should be enrolled 
in order that the average of one 
person in 10 who needs hospital 
care each year might have his bills 
paid. The idea spread and it was 
found to be more economical to 
have a plan area cover more terri- 
tory than that of one hospital or 
group of hospitals. Two things 
have stayed with Blue Cross plans 
from the beginning: one is hos- 
pital sponsorship and control and 
the other is service benefits. 

As plans grew and multiplied, 
general meetings for the exchange 
of ideas and experiences were 
found to be helpful. From these 
meetings came the desire to have 
a national association of Blue Cross 
members and whether this associa- 
tion should be independent or af- 
filiated with the American Hos- 
pital Association was debated. 
Eventually, Blue Cross plans be- 
came type IV members of the 
American Hospital Association. 
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Concurrently with this develop- 
ment it became apparent that there 
was a need for certain standards 
for approval to be applied to all 
Blue Cross plans alike. This did 
not imply regimentation, but that 
certain minimum _ requirements 
must be met and maintained for a 
plan to be a Blue Cross plan. 

As a result, a number of commit- 
tees worked on approval standards, 
and after several years’ experience 
a set of 15 standards were worked 
out and unanimously adopted. 
These standards have remained the 
basic literature of the movement. 
I commend them to each plan 
director and each hospital admin- 
istrator. I think that every time 
they are reread one gets a better 
idea of what we are all trying to 
accomplish. 


Standards More Difficult 


Recently, because of the all-out 
war effort, it has become harder 
to maintain standards.on the home 
front. Expediency and thie short- 
age of manpower have been used as 
reasons. But these are dangerous 
excuses and difficult to deal with if 
allowed to grow. I have no inten- 
tion of calling names. I think the 
blame for having allowed condi- 
tions to develop as they have 
should be shared widely. 


Plan directors are guilty of fol- 
lowing the line of least resistance. 
Hospital administrators, in their 
desire to get more money, have for- 
gotten what Blue Cross is. 

The Hospital Service Plan Com- 
mission has tended to regard ap- 
proval once awarded as equivalent 
to election to a national fraternity 
entitling a member to do almost 
anything without having its ap- 
proval withdrawn. The ultimate 
responsibility for approval is with 
the trustees of the American Hos- 
pital Association and they can 
hardly escape censure if they allow 
the present laxity to continue. 

Now we are being challenged 
from Washington. I have no doubt 
of the ability of Blue Cross and 
hospitals to meet that challenge. 
3ut how? By sticking together; by 
realizing that they are part of the 
same effort; by re-examining their 
fundamentals, by reaffirming and 
living up to those fundamentals 
that are still found to be essential 
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APPROVAL STANDARDS 


Community and professional sponsorship. 
Non-profit organization. 

Free choice of hospital and physician. 
Service guaranteed by hospitals. 
Complete accounting records. 

Adequate statistical data. 

Sound financial condition. 

Reasonable growth. 

Equitable payments to hospitals. 

Dignified promotion and administration. 
Hospital care everywhere. 

Comprehensive hospital care. 

No interference with professional staffs. 
A sound public policy. 











and by having the character and 
the courage of their convictions. 
What fundamentals are essen- 
tial? I should like to put in first 
place service benefits at all times, 


“as opposed to cash indemnity for 


hospital rooms. Many believe that 
in reality that is the heart and soul 
of the whole Blue Cross movement. 

I speak as a layman and hear the 
layman’s point of view expressed 
constantly. Most persons whose 
association with doctors or hos- 
pitals has been negligible, have the 
impression that when they get sick 
they will be-¢eharged exorbitant 
rates. I do not think in practice 
either the hospitals or the medical 
profession deserve this indictment, 
but I do know that the great ap- 
peal of Blue Cross to ordinary per- 
sons is based on the fact that they 
have received most of their hos- 
pital services without additional 
cost. 


Cash indemnities will never sat- 
isfy. They always leave the fear 
that the hospital will accept the in- 
demnity and then turn around and 
charge the patient as much as it 
would have charged him had there 
been no indemnity. I wonder if 
we are not justified in saying that 
the real cause—if there is one cause 
—of the phenomenal growth of the 
Blue Cross movement has been the 
appeal of service benefits. 


If Blue Cross plans go into the 


cash indemnity field there is_ no 


justification for lending them the 
prestige anébinfluence of the Amer- 
ican Hospital Association. In fact, 
to do so would threaten the exist- 
ence of the movement. All thought 
of tax immunity also should be 
withdrawn. Blue Cross plans would 


be, and should be, considered as 
just other insurance companies. 

Now if the principle of service 
benefits is admitted, the problem of 
hospital costs and rates and what 
constitutes adequate payment to 
hospitals immediately becomes ex- 
tremely important. It is clear in 
this period of inflationary trends 
that hospitals must increase their 
charges. 

The corollary to this is that Blue 
Cross rates also must go up. The 
only alternative to not increasing 
Blue Cross rates would be to put 
ceilings on services or provide cash 
indemnities which become worth 
less and less as costs or rates in- 
crease. This latter action would 
seem to defy the Blue Cross prin- 
ciple itself, since it would say in 
effect to subscribers: “Although 
your need for more protection has 
increased, we do not want to sell 
it to you because it will cost you a 
little more money.” 

I feel no sympathy for a plan 
director who says that it is impos- 
sible to raise rates. It seems to me 
he has lost sight of the Blue Cross 
fundamental that the patient 
should get what he needs and this 
is all that the public wants. We 
laymen are tired of being tripped 
by the small type on the back page 
of an insurance contract. We are 
all looking for the contract that 
says: “This will pay your hospital 
bill” period. If we move away from 
this direction, we move directly to- 
wards a compulsory contract un- 
derwritten by federal taxation. 


Limit to Amount 


Obviously, there is some limit to 
what the public can be educated to 
pay for health services. No one can 
say with conviction just what that 
limit is today. The public wants 
the latest scientific hospital care 
and my feeling is that it will be 
willing to pay for the real thing. 

It is imperative that hospitals 
understand the Blue Cross prob- 
lem: Much economizing on non- 
essentials can be accomplished in 
the hospitals. Money can be saved 
through better administrative prac- 
tice both by hospitals and Blue 
Cross plans. Every effort along 
these lines must be made before 
rate increases can be thoroughly 
justified. Furthermore, I think 
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some hospital administrators and 
trustees have been so badly fright- 
ened at the speed with which costs 
have mounted that they have raised 
rates out of proportion to current 
needs. 

Inflation is not a permanent dis- 
ease and surely there is a peak 
which will be reached once the 
great productive forces have been 
aligned to the needs of peace. Hos- 
pitals and Blue Cross plans must 
find a balanced combination of 
moderate rate increases. The cush- 
ioning effect of a wise use of re- 
serves should see. us through this 
transition period. 

If we get excited and all rush to 
the big-rate-increase side of the 
ship, we may sink it. If we lose 
faith and, through inordinate fear 
curtail hospital services or Blue 
Cross benefits, we set the course 
straight for Washington, D.C., 
with the strong likelihood of en- 
countering even rougher water. 
Perhaps this is the rainy day for 
which our reserves and hospital en- 
dowments were created. Let us be 
neither miserly nor foolish! 


- Dollar Has Limits 


The Blue Cross dollar will 
stretch only so far. Some plans 
have achieved a remarkably low 
operating cost. Conditions vary 
considerably in different sections, 
however, and a plan should not be 
judged solely on this factor. For 
example, there is a wide difference 
of opinion among the plans as to 
how much should be spent for the 
acquisition of new members. I have 
always felt that Blue Cross has a 
community obligation to spread its 
protection to as many people as 
rapidly as possible, even if it is 
necessary to spend more money to 
enroll people than slow-growing 
plans appropriate. A plan that does 
does not increase its enrollment by 
a reasonable percentage of the pop- 
ulation in its area is not serving 
its community. 

The ideal plan will have an oper- 
ating cost of about 10 per cent after 
its enrollment closely approaches 
the saturation point, if there is 
such a point. Another 3 per cent to 
5 per cent should be added to re- 
serves and the balance of about 
85 per cent plus should be available 
for distribution to hospitals. 
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How payments should be distrib- 
uted is a matter involving many 
intricate and controversial consid- 
erations. Of the various formulas 
for payment to hospitals, all are 
wanting in some respect. The 
method and amount of payment 
must ultimately be based on such 
factors as quality and quantity of 
care available in different classes of 
hospitals; maximum possible serv- 
ice benefits that can be offered by 
the plans; fair rate of membership 
dues to Blue Cross subscribers and 
the threat of commercial and _ pos- 
sibly government competition. 


These are complicated relation- 
ships for which answers are not 
readily available. I can only urge 
that there be no compromise with 
fundamentals in the give-and-take 
settlement that must be reached. I 
feel we must either find the solu- 
tion together, within the frame- 
work of accepted standards, or 
acknowledge that it is beyond us 
under the voluntary method. As 
unhappy as some may be with the 
present situation, it is a safe con- 
jecture that things would be much 
worse under another system. 


Sometimes in the hurly-burly of 
every day life it is well to pause and 
see where we are going, or at least 
where we would like to go. In this 
way I like to believe it should be 
the ambition of every Blue Cross 
administrator to enroll 100 per 
cent of the population in his area. 
That would mean all hospital pa- 
tients would have their bills paid 
by Blue Cross, or—stated another 
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W. are living in a distraught 
world and a maze of changes. Prog- 
ress will depend upon clear eyed, 
unemotional looking into the fu- 
ture and thoughtful planning to 
meet new conditions. A general 
nationwide examination and re- 
evaluation of health services is now 
in progress. All over the country, 
hospitals, health organizations and 
related groups are studying ways 
and means of providing better 
and wider medical and hospital 
care.—From the 1944 report of St. 
Luke’s Hospital, New York City; 
Claude W. Munger, M.D.., director; 
Lincoln Cromwell, president. 


way—that all hospital income from 
patients, except for some private 
room extras, would come from 
Blue Cross. In this way, the inter- 
dependence of Blue Cross rates and 
payments to hospitals becomes ob 
vious, as does the need for Blue 
Cross directors and hospital admin- 
istrators to work closely in deter 
mining methods and amounts o! 
payments to hospitals. 


Authority Is Required 


In order to have any group of in 
dividuals work as they should, 
there must be some authority to 
keep us in line. The authority in 
our case is fixed in the trustees of 
the American Hospital Association. 
Hospitals and plans alike should 
accede to that authority and not 
hide behind their right to be dif- 
ferent or smugly independent and 
disregard wholly their part in the 
voluntary system. Yes, hospitals 
and plans can go their individual 
ways independent of the whole. 
But if they do so, it will be for a 
short-lived selfishness and not in 
the interest of a principle bigger 
than any one hospital, plan or 
both. 


As for the plans themselves, one 
can only urge that they govern 
themselves by common sense and 
their own approval standards; that 
they conform unanimously to the 
principles laid down by the general 
assembly and conduct their affairs 
in keeping with the philosophy of 
the movement. Any plan that does 
not meet the basic standards should 
expect to be asked to show why it 
should continue to enjoy the pres- 
tige of the Blue Cross name and 
the insignia of the American Hos- 
pital Association. 


As one who believes very strong- 
ly in the ideals of Blue Cross, | 
hope that the American Hospital 
Association will exercise its influ- 
ence and authority to enforce the 
approval standards and, after 
logical persuasion has failed, it will 
publicly expel any plan that re- 
fuses to live by the established re- 
quirements. If this is fair treat- 
ment for plans, it is fair treatment 
for member hospitals of plans. I! 
either fails to do its part, public 
expulsion is in order. Communities 
will be the eventual judge and jury 
of our acts. 
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Wh , the Returning Admumstrator Should 
STUDY OTHER HOSPITALS 


HE HOSPITAL ADMINISTRATOR 
| Ree returns to his former posi- 
tion after his release from military 
service frequently finds that the prob- 
lems he hopefully assumed had been 
settled during his absence are still 
present and that everyone has been 
waiting for him to return and solve 
them overnight. To his dismay, he 
also finds that he is not able to op- 
erate with his former efficiency in 
coping with these problems. Many 
things have happened in the hospital 
world in the last four years—and it 
was not common for a man to keep 
up with current literature while in 
military service. 

The administrator may feel that 
he is an extra cog since the gap 
caused by his departure has been 
filled during his absence. It is feasible 
to say that the veteran must recreate 
his job. On the surface it may ap- 
pear that everything possible is being 
done to carry on the organization in 
the most efficient manner. Within a 
few weeks of his return, however, he 
will find that beneath the surface 
many details have been neglected. 
Many new problems have arisen 
about which nothing has been done. 

Based on a recent personal experi- 
ence, I strongly advise the returning 
hospital administrator to take a good 
look at the problems confronting his 
own institution, then to spend a week 
or two visiting other hospitals. 

This should be done at this partic- 
ular time for several reasons: 1. there 
is already someone trained to do his 
work at the hospital and he can leave 
with a minimum of confusion; 2. he 
does not have promised work to get 
done right away; 3. whether he is 
willing to acknowledge it, he is rusty 
and needs a refresher course in hos- 
pital work; 4. almost every. hospital 
is planning expansion in some form 
or other. 

When I determined, after my re- 
turn from service, to visit other clin- 
ics it was to broaden my own know!l- 
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edge of clinic administration and to 
make observations which would be 
of benefit to the related hospital and 
medical school. There are a good 
many questions to ask oneself before 
undertaking such a tour. 

First, what do I want to find out? 
I tried to answer this by making out 
a questionnaire to take on the trip. 
This was drafted in the form of 100 
queries after consultation with mem- 
bers of the medicai staff, the dean of 
the medical school and the hospital 
administrator. 

The next problem is where to go 
to get the best information. Obvi- 
ously one will want to visit institu- 
tions whose problems are somewhat 
akin to his own. Whenever possible, 
it is wise to visit hospitals that have 
found the solution to some of the 
familiar problems. The itinerary 
should include at least one of the 





i? ee ; 
he Hospital is a community 
activity. With the church and 
school, it forms the three pillars 
upon which rests the cornice of 
stability that brings safety and en- 
lightenment to our homes. Beneath 
these three columns, the founda- 
tion of human ideals, effort and 
initiative fundamental to living— 
for which men strive and die— 
knows no boundaries. 

“In recognition of those men 
and women of medicine who in this 
spirit serve both abroad and at 
home, we dedicate the efforts of 
this year.”—From annual report 
of Central Maine General Hos- 
pital, Lewiston, Me.; William S. 
Brines, Ph.B., superintendent; 
Samuel Stewart, president. 


biggest and best known institutions 
in the country, enabling one to find 
out what makes the wheels go 
around. 

One should not attempt to see too 
many places on one trip. I decided 
to try to see six institutions in a pe- 
riod of ten days. My completed itin- 
erary gave me the following amount 
of time at each of the following 
places: a day and a half each at the 
Mayo Clinic and the University of 
Chicago Clinic, one day at the Hitch- 
cock Clinic in Hanover, N. H., and 
half days at Lahey Clinic in Boston, 
at the dispensary of the Massachu- 
setts General Hospital in Boston, and 
at the Vanderbilt Clinic of the Pres- 
byterian Hospital in New York City. 

The last preliminary to consider 
is the problem of reservations and 
appointments. One must be sure to 
have advance appointments with the 
people he will need to see at the 
hospitals. If the visiting administra- 
tor expects a busy man to give up 
all or most of a day to answering his 
questions, he must give him advance 
notice of arrival and have letters 
written by mutual friends if possible. 

At the trip’s conclusion, write a 
complete report of each individual 
visit based on the questionnaire and 
the sample forms and other infor- 
mation received from each institu- 
tion. In this manner, one can draw 
up a permanent file on the organiza- 
tion of all the places visited. Other 
members of the staff should read the 
reports, and sample forms should be 
distributed to department heads. It 
may give them a new idea or aid 
them in revision of some form in 
present use. 

By all means, a thank you letter 
should be sent every person with 
whom one spent an . appreciable 
amount of time. The administrator 
should remember that he is an am- 
bassador for his own hospital and 
that his host, in judging him, judges 
his entire institution. 
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CENTRALIZED FOOD SERVICE 


This subject has been discussed often in the hospital journals, and the 
titles collected here are presented as the best that have been published. 
For those with adequate library facilities, these references will suggest a 
program for reading. The Bacon Library of the American Hospital Asso- 
ciation has all the articles listed here available for loan on request. 

This is the first of a series covering some of the perpetual problems of 


hospital administrators. 


HE QUESTION of centralized vs. 
Ot aeaaeiaend food service comes 
up periodically for discussion. The 
principal difference between these 
two types of service lies in the 
method of final distribution of pre- 
pared food. Decentralized, the tray 
is prepared in the diet kitchen of 
each floor. Centralized, the tray 
is prepared in the main kitchen 
and delivered to the patient 
through various means of fast trans- 
portation. 

With many new hospitals being 
built and a considerable amount of 
remodeling in progress, the problem 
is again timely. 

Both administrators and execu- 
tive dietitians may be interested in 
reading again, or for the first time, 
the articles briefly noted below. 


What are the advantages of each 
of the two types of food service? 

Wynne, Charles V. and Hamilton, 
James A., “Planning Physical Features 
of Food Service.” From the October, 1945 
issue of the “Convention-by-Mail” of the 
New England Hospital Assembly, pages 
5-10. 
» The special feature of this discus- 
sion is a chart comparing the two 
types, listing their advantages and 
disadvantages according to 13 deci- 
sive factors. ‘The centralized food 
service section is further broken 
down with the two most widely used 
methods of food distribution — the 
tray truck and the conveyor. This 
tabular analysis of the actual opera- 
tion of each type makes it possible 
to check it against a previously 
worked-out system. 

Harrington, Mary M., “Administration 
of the Dietary Department.” Journal of 


the American Dietetic Association 16:621- 
628, August-September, 1940. 


» Centralized service, which Miss 
Harrington discusses as a part of her 
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paper, has distinct advantages which 
outweigh the minor disadvantages. 
Administrators and dietitians who 
are planning new departments will 
be especially interested in the enu- 
meration of the advantages because 
such a system, to be effective, and 
reasonable in cost of operation, 
should be installed in a new 
building. 

Geraghty, E. M., “Organization and 


Management of the Hospital Food Serv- 
ice; Parts I and_II.” Hospitats 13:95-99. 


“December, 1939; (14:90-95, January, 1940, 


» Miss Geraghty has an open mind 
on the subject and lists objectively 
the good points of each method. 
The particular situation in each 
hospital must dictate the final 
choice. 


Is central food service practical 
and efficient for small hospitals? 

Marth, Ethel L., “Service for Fifty 
Beds.” Modern Hospital 53:96-98, Novem- 
ber, 1939. 
>» In this hospital (Highland, at 
Rochester, New York) the Hall Ma- 
ternity Building is a separate unit 
of 50 beds. Central service has been 
maintained by a carefully developed 
system which gets the tray to the 
patient in one and one-half minutes 
after it is filled, thus insuring hot 
hot foods and cold cold foods. 

Dietitians will be interested in the 
detailed description of how the serv- 
ice operates. The author believes 
that it is a simple and economical 
system by which the patients can be 
satisfactorily served. 


How can the central food service 
be set up and what devices for effi- 
cient service are available? 

Beach, Brewster S., ‘““Meal-time Me- 


chanics at Delaware Hospital.” Hosprrats 
16:22-25, January, 1942. 


» The heart of the service at thi; 
hospital is the subveyor or moving- 
belt method of handling, designe! 
along the principle of the assemb! 
line in industrial plants. The trays 
are picked up by lugs at the end o! 
the belt and lifted through a sha‘: 
extending the entire height of the 
building. An electric eye at each 
serving pantry stops the tray until 
it is removed. 

Delivery begins at the top floor 
and works down. Scientific arrange- 
ment of the kitchen and dishwash- 
ing room is responsible for the ease 
of handling 1,300 trays daily with no 
work done on the floors. 

Tuft, Elizabeth H., “Centralized Serv- 

ice as Developed at New Wesley.” Mod- 
ern Hospital 58:82-84, January, 1942. 
» Ina hospital of this size and with 
11 patients’ floors the centralized 
service is efficient because it offers a 
better opportunity for close super- 
vision of all trays. The hospital was 
planned to provide for central food 
service and the automatic lifts are 
back to back with the regular eleva- 
tor bank. The conveyor belt has 
counters on either side—one for cold 
and one for hot foods, with the 
proper thermostatic controls. 


How far do the duties of the ad- 
ministrative dietitian extend in a cen- 
tralized food service? 


Melgaard, J. Marie, “Central Food 

Service in Practice.” Modern Hospital 
47:92-98, August, 1936. 
p When the central food service is 
used this problem arises—whose is 
the responsibility for the actual 
serving of the trays? From the 
standpoint of economy of person- 
nel, there has been considerable 
discussion whether it is better to 
have maids regularly employed in 
the dietary department or nurses 
on the floors complete this part ol 
the food distribution. 

“Food Service Moves Swiftly at St. 

John’s Hospital, Springfield, Illinois.” 
Modern Hospital 55:90-94, November, 
1940. 
» The nurses assist in the serving 
of the food after it reaches the 
floors in this particular central food 
service procedure. Both students 
and graduates take the trays as they 
come. off the conveyor belt to the 
floor serving station and deliver 
them to the patients. 
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Improving the Utility of 
MEDICAL RECORDS 


HE POSSIBLE DEFICIENCIES in a 
ghee department are numer- 
ous, but those found to be most 
frequent are suggested by the fol- 
lowing questions: 


1, Has there been failure to re- 
port in detail surgical procedures 
and gross findings? 

2. Do the terms “negative” and 
“normal” appear on _ diagnostic 
records? 

3. Is there delay in recording 
laboratory findings? 

4. Has there been absence of 
written histories—even in major 
surgery? 

5. Has there been absence of spe- 
cial reports—such as electrocardio- 
grams? 

6. Are progress notes few and far 
between? 

7. Is there repetition of diagnos- 
tic terms? 

8. Are classifications haphazard, 
incomplete? 

9. Is out-of-date 
employed? 

10. Is the index insufficient —lack- 
ing physician’s, autopsy, birth and 
death file records? 


nomenclature 


11. Has there been delay in en- 
tering working diagnoses? 

12. Has the signing of records 
been neglected? 


Essentially there are three rea- 
sons for the continued existence of 
this group of deficiencies: lack of 
adequate training and lack of ini- 
tiative on the part of the medical 
record librarian, and lack of sufh- 
cient personnel in the department. 

If the records are marked by sev- 
eral of the deficiencies, the medical 
records department is in need of a 
thorough survey. The needed im- 
provement will be found in some 
combination of the following ad- 
n.onitions and suggestions: 
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» The medical staff should adopt 
regulations for its members govern- 
ing the production and quality of 
medical records. These regulations 
should be approved by the govern- 
ing board of the hospital. 
» An active medical records com- 
mittee should be appointed. A 
member of the committee may to 
good advantage visit the medical 
records department at least once a 
week to discuss and help solve some 
of the problems. The committee 
should act in an advisory capacity 
to both the librarian and the ad- 
ministrator, and should review—ap- 
proving or disapproving—the med- 
ical records of the medical staff. 
>» The medical staff should conduct 
staff meetings at which case reports 
are given. The medical records 
committee, often assisted by the 
medical record librarians, is respon- 
sible for selecting the cases to be 
reported. 
» The administrative regulations of 
the hospital and the medical staff 
may provide, as a last resort, for 
suspension, sometimes automatical- 
ly, of medical staff members who do 
not abide by the regulations with 
respect to records. Frequently the 
signature of the staff member to his 
application is also a statement of 
agreement to abide by such regula- 
tions. 
» The regulations may provide for 
other penalties for insufficient at- 
tention to records, such as a small 
fine for records deficient after a cer- 
tain period. 
» There should be an educational 
program directed not only to the 
From an address given by Dr. Huller- 
man at a meeting of the Chicago and 
Vicinity Medical Record Librarians at 


Wesley Memorial Hospital, Chicago, 
March 21, 1946. 


staff but also to interns as they be- 
come members of the staff. These 
instructions and the program 
should be based upon the regula- 
tions adopted by the medical staff. 
» Every effort should be made to 
avoid delay in writing the record 
since the longer the record is put 
off the more disagreeable it is to 
complete. Delay in writing reduces 
the value of records for research 
and other purposes. 

» The medical records department 
may furnish stenographic service 
or a dictating machine to the staff. 
» In some instances the intern, resi- 
dent physician or younger staff 
members in the community might 
be willing to act as recording agents 
for the regular staff. 

» Sometimes it is helpful to obtain 
copies of the doctor’s office records, 
thereby avoiding the necessity of 
the doctor’s duplicating his work. 

» Certain hospitals post a list of 
physicians whose records are incom- 
plete. 

» Certain hospitals report the stand- 
ing of the physicians to the admin- 
istrator at least once a month. 

» In some hospitals a deficiency slip 
appears on the doctor’s chart for 
review at regular intervals. 

» An interesting and original meth- 
od used in one hospital in which 
the medical record librarian pos- 
sessed artistic talent was the posting 
of cartoons calling attention to 
medical records. 

p> It is very important that the rec- 
ord room be both attractive and 
conveniently located. For example, 
there are hospitals in which the 
medical record librarian is able to 
see the doctor before he leaves the 
hospital simply because the record 
room is located in a spot convenient 
for that purpose. 

» Inspections reveal that approx- 
imately one in every 15 or 20 hos- 
pitals applying for new approval 
has record librarians who have had 
from five to 14 days’ instruction in 
medical record science. In many in- 
stances the librarian in charge is ad- 
vanced to the position from an- 
other department and continues 
with the same bad habit pattern 
which the record department has 
followed for years. Such appoint- 
ments will continue until the sup- 
ply of trained personnel more near- 
ly meets the demand. 
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Service Under Contract 


AT LEAST Two state hospital associations, and prob- 
ably more, have taken steps toward drawing up a for- 
mula for calculating the reimbursable costs of hos- 
pital care. They are moved to do so by current fore- 
casts that from 60 to 80 per cent of all voluntary hos- 
pital service will be dispensed under contract within 
five years—through Blue Cross plans and other agencies. 

It is well that state associations are setting out to 
meet this issue head-on, for finding a widely accept- 
able formula is not easy. The Council on Adminis- 
trative Practice has been busy for eight months 
attempting to draft the tenets of a national program 
that the Association might sponsor officially. After a 
great many hours of discussion and many revisions, a 
set of principles was ready for consideration by the 
Committee on Coordination of Activities at its June 
meeting. 

Long hours of discussion will also be required in 
every city and town before all parties concerned are 
agreed on a formula. If the Association elects to spon- 
sor such a national program, it will succeed only to 
the extent that hospital administrators and Blue Cross 
executives have personally thought through the many 
little problems involved. 





The Foundation and Hospitals 


THIS MONTH'S special section on infantile paralysis 
is published with the high hope that it will be put to 
good use in every community of the United States. 

A great deal has been published on the therapeutic 
and research aspects of infantile paralysis, and some 


excellent articles have appeared from time to time de- 
scribing individual experiences in hospitalizing pa- 
tients. 

There has never been, however, anything resembling 
a compendium of the information that is needed in a 
hurry when infantile paralysis becomes epidemic in a 
community. Such a compendium has been seriously 
needed, and, thanks to the National Foundation for 
Infantile Paralysis, this special section is it. 

The material is primarily useful, of course, as it 
makes possible more effective community effort in 
combatting epidemics. 
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Because polio strikes at irregular intervals, the hos 
pitals in a stricken community usually are swampe: 
by their obligations. Adequate hospital care durin: 
and after a siege calls for two things: Sure-foote: 
leadership in coordinating the activities of man 
voluntary and government agencies—and money. 1: 
providing these two items alone, the foundation’s hel) 
is invaluable. But its interest in hospitals does stop 
with the end of a polio season. 

The foundation has just announced a five-year grant 
of $50,000 to further the institute program of the 
American College of Hospital Administrators, and this 
follows a two-year grant to the Commission on Hos- 
pital Care. 

Comparatively small portions of funds collected on 
behalf of infantile paralysis patients are thus used to 
improve hospital service generally. This is a form ol 
disaster insurance for every community in the country, 
and as such it represents far-sighted trusteeship. 

For their part, hospitals are twice benefitted by the 
national foundation’s far reaching program. ‘They 
receive indispensable help in meeting the extraor- 
dinary demands of polio patients, and they receive 
help in preparing themselves better to serve all pa- 
tients at all times. 





Funds Through Exposure 


GALLINGER MUNICIPAI. HOSPITAL, serving indigent 
patients in the District of Columbia and operated by 
Congress as a part of the government of the district, 
has again been in the public eye. The head of the 
pediatric department of that hospital has just reported 
that ‘267 preventable deaths among premature infants 
have resulted from lack of nursing care in the past 
six years.” 

As a consequence the Washington newspapers have 
carried lengthy discussions of what must be done for 
Gallinger Municipal Hospital, and it seems to be gen- 
erally accepted that Congress will, as a result, make a 
more adequate appropriation for the operation of the 
hospital, particularly since it has been recognized that 
the present administration is active and vocal in calling 
this hospital’s problems to the attention of the public. 

An unfortunate aspect of the operation of our pub- 
lic hospitals is that adequate financial support from 
local governing bodies (in this instance Congress) ap- 
parently can be secured only by dramatic exposures in 
the public press. 

It is to be hoped that Congress will take the neces- 
sary steps to see that Gallinger is properly financed. 
However, one could wish that this would be the end of 
such criticism of this hospital, and further that there 
might be adequate government financing of city, 
county and state hospitals without these frightening 
exposés, which can result only in making utilization 
of the hospitals by poor people a terrifying experience. 
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For More That Is New 


A NEW SERVICE to members is born with this issue of 
the journal. The Reference Guide (see page, 68) is to 
be a series of footnote discussions from the Bacon 
Library, covering the broader subject of hospital ad- 
ministration. 

Such a service may be put to a number of uses. The 
material here noted may help to solve an old problem 
that is currently bothering an administrator or depart- 
ment head. It may be used as an index to some profit- 
able spare-time reading. It can eliminate a step in the 
borrowing of Bacon Library material—the first step of 
writing in to ask what is available. 

But the Reference Guide will be really valuable to 
the extent that it minimizes repetition in convention 
papers and in articles for hospital journals. A good 
manuscript of any kind is one that brings something 
new into the literature—some new facts or a new inter- 
pretation of old facts. It may be said that old facts are 
much more attractive in the footnotes than in the 
headlines. It may be said also that, textbooks excepted, 
a good manuscript is not written on a “subject” at all, 
but on one or a few angles of some subject. 

The literature of hospital administration compares 
favorably with that in other fields, but it can all be 
improved. The Reference Guide is thus launched with 
several possibilities and one major purpose: To post 
for all to see the angles of subjects that have been 
well explored heretofore, so that these may be used 
properly as background for something new. 





To Enroll Student Nurses 


IN THE nationwide campaign to increase student 
nurse enrollment, emphasis is currently placed on the 
advantages’of nursing as a career. This theme has been 
chosen for a purpose. 

When a complaint is made—by one of their spokes- 
men—that the hospital nurse is underpaid, most ad- 
ministrators are sympathetic. They are inevitably 
thinking of prewar days when everyone looked upon 
nursing as a profession; when girls chose nursing as a 
way of life. 

These administrators are occasionally startled today 
to find a leader in nursing who is apparently con- 
cerned only with whether the hospital nurse might 
somehow collect more pay for fewer hours of work. 
They nevertheless believe, because they must hope, 
that when this hour of unrest is past nursing will con- 
tinue to be a professional way of life. 

This is a practical faith, as well as an ideal. Salary 
increases alone are not the answer, for a severe short- 
age of nursing personnel persists in the face of sub- 
stantial pay increases during the last few years. Besides, 
it is inconceivable that a high standard of patient care 
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could be maintained by a vast sorority of floating, 
casual workers. So the theme is nursing as a career, a 
comparatively well paid occupation that returns extra 
dividends of lifelong value. 

Hospitals with nursing schools are invited to tie 
individual enrollment activities to the national theme, 
and they are urged again to make every effort to fill 
their fall classes. 

The nursing schools in one small state recently had 
156 applications on file against a normal actual enroll- 
ment of 250. The latest survey shows that of 45,000 
openings for fall students, 30,000 are still open. These 
Statistics are convincing; and the implications are sig- 
nificant to hospitals and to all other employers of 
nurses. It scarcely need be pointed out that there will 
really be a shortage of graduate nurses three years 
hence, unless the 1946 enrollment drive succeeds. 





Higher Subscriber Rates 


THE QUESTION of when and how much to raise the 
rates paid by Blue Cross subscribers probably will have 
to be faced in every community sooner or later. 
Although this is an unpleasant chore at best, it need 
have no unpleasant consequences. 

As in most matters relating to the cost of hospital 
care, the exact amount of increase must be determined 
locally. There are nevertheless some principles that 
apply under all circumstances. 

Both the rate itself and the steps necessary for put- 
ting it into effect should be worked out jointly by the 
plan and its member hospitals. If a satisfactory joint 
committee is not already in existence, one should be 
created. 

One principle that applies everywhere was empha- 
sized in discussion of this subject at the Mid-West Hos- 
pital Association’s recent meeting. This is: The rate 
increase should be sufficient to cover the probable cost 
increases for at least a year. Two rate increases within 
a short period will not be easily explained to sub- 
scribers, however well-meant the caution that dictated 
such a course. 

Perhaps more important than the new rate itself is 
the way in which it is announced to the subscribers. 
An accompanying public relations program should be 
carefully—and jointly—laid out in advance. Obviously 
it should be centered around the hospitals and their 
newly created problems of maintaining a high stand- 
ard of service—not around the plan and its problems. 

If the story is told with hospital operating statistics 
that reflect recent cost increases, there is not much 
room for objection to a modest rise in Blue Cross 
subscriber rates. Far from being perilous, a necessary 
rate increase may even be turned to permanent advan- 
tage. Seldom are there better opportunities for mak- 
ing it clear that the hospital is a voluntary agency 
solely devoted to public service. 
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Association Voices Opposition to Proposed 


FEDERAL HEALTH BILL 


This is the American Hospital Association’s state- 
ment presented by President-elect John H. Hayes at 
the hearings on S. 1606 before the Senate Committee 
on Education and Labor, May 6, 1946. 


i AMERICAN HOSPITAL ASSOCIATION represents approxi- 
mately 3,500 hospitals comprising about 85 percent of the 
civilian genera! hospital bed capacity of the nation. We also 
have as members, a substantial number of city, county, state 
and federal hospitals. We do not appear before you as a com- 
mercial group with a vested interest in any present organiza- 
tion for distribution of hospital care. We are not, under this 
bill, threatened with taxes, increased costs or great financial 
losses. Hospitals occupy a unique position in the social struc- 
ture of America. Nearly every hospital performs a substantial 
amount of charity work, and by far the majority of hospitals 
are operated by organizations that do so’ for the sake of ren- 
dering service, and not for making a profit. 

We appear, rather as a group having the greatest fund of 
experience in the administrative aspects of making hospital 
care and thus medical care available to the sick. Hospitals are 
organized as representatives of the public to provide the 
skilled personnel and technical facilities needed by physicians 
and surgeons in rendering care to their patients. We who 
administer hospitals for the benefit of society do so with a 
strong sense of our responsibility as public servants. 

We do not claim to have solved all of the problems inci- 
dental to the proper distribution of hospital and medical 
service. But hospitals have carried a large part of the develop- 
ment of the present high quality of such care in America, and 
it is, therefore, our duty to be in the forefront in supporting 
any program which might bring progress in our field; and to 
lend our voice in opposition to any program which might 
imperil such progress or impede its further development. 

As a group, we endorse the aims of a program of federal 
grants in aid to the states to make hospital and health care 
available to those who cannot pay for it. In previous appear- 
ances before your committee, the American Hospital Asso- 
ciation has advocated such measures for indigent care, and to 
this extent, we endorse in general the aims of that part of 
Title I which would make such provision. However. were any 
portion of such legislation to be recommended for passage, it 
should be carefully studied, bearing in mind the need for 
state participation and responsibility, decentralization of 
authority, and proper limitation of federal authority. But we 
vigorously oppose the provisions of Title IT of this legislation, 
which would place the federal government in such a domi- 
nant position in the health field as to lead inevitably to fed- 
eral control and operation of the entire health system of the 
nation. This bill would give a federal agency complete con- 
trol of practically all of the funds needed to pay physicians, 
hospitals, nurses, dentists and others who render care to the 
sick. Control of the purse-strings means control of the pro- 
gram, and we think this is highly dangerous. 

We shall not discuss the details of the legislation embodied 
in S. 1606. Certainly the major issue before your committee 
is the question of compulsory health insurance, and it is to 
that point that we shall address our remarks. 
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HOSPITAL AND HEALTH CARE IS STILL DEVELOPING 


The development of health care in this country has not 
followed any fixed pattern. Yet nowhere in the world has it 
made greater progress. Literally billions of dollars have been 
donated by churches, :philanthropic organizations, public- 
spirited citizens and various community groups to build hos- 
pitals to provide care for the people of this nation. Benjamin 
Franklin was one of the trustees of the first voluntary, non- 
profit hospital in the United States, and the hospital he 
helped to found is still in operation as a monument to the 
civic interest of this great American genius. Since that time, 
outstanding citizens in every section of the country have been 
members of boards of trustees of hospitals in their local com- 
munities, in recognition of the importance of the hospital to 
the people of the area. These tens of thousands of trustees are 
the representatives of the general public, organized to super- 
vise the policies of the hospital with respect to the needs of 
the individual community, and to see that the institution 
renders its fullest measure of service to its citizens. Represent- 
atives of our various church groups have fulfilled a similar 
purpose in operating hospitals in areas where they were 
needed. 

Within the walls of hospitals in every part of the nation, 
thousands of physicians, nurses, hospital administrators and 
other personnel have individually and collectively con- 
tributed to the development of a system of hospital and medi- 
cal care which draws very little criticism except that there is 
not enough of it. The strength of this system is that it has 
grown and is continuing to grow according to the needs of the 
people it has served. It is rooted in many soils, and has de- 
veloped along various lines. Today’s health care system is a 
living, growing organism which is instantly adaptable to the 
latest scientific discoveries, or to the needs of the community, 
or to the individual patient. 

We are keenly aware of the fact that the amazing develop- 
ment of hospital services over the past two generations has 
been the result of those incentives which are found only ina 
free and independent professional group devoting their 
whole attention and interest to their efforts to be of service 
to society. 

If control of the funds of a compulsory health insurance 
system be placed in the hands of the federal government, the 
continuing growth of our present system which has brought 
such progress, will be seriously affected, because, administra- 
tively, the federal government will have to adhere to a single 
pattern of providing care. If our present system had been 
developed in a single pattern this might be less difficult. But 
it has not; and we have no reason to believe that the federal 
government will be able to determine such a pattern. Never- 
theless, if this legislation be enacted, those who administer 
the law will be obliged to establish some pattern at once. And 
they will be in position to enforce that pattern—right or 
wrong—through complete control of funds. The terrible 
inertia of government regulation could easily retard further 
development of health care in America. 

Therefore, as a group, on the basis of our experience. we 
are opposed to the legislation which you are considering. 
because it would put the federal government into the position 
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of controlling the whole health field. We regard this legisla- 
tion as a dangerous violation of all that has been learned in 
the administration of hospitals. In a nutshell, hospital and 
medical care is a personal service, and the more remote the 
control, the worse the service. Please understand that we do 
not condemn all government activity in the hospital field, 
for government has had an important part, both on federal 
and local levels. But we cannot believe that the answer to the 
health problem of our country is to place the federal govern- 
ment in the position of collecting and dispensing practically 
all of the funds needed to pay physicians, hospitals, dentists, 
nurses and others who supply care to the sick. 


S. 1606 LEADS TO GOVERNMENT OPERATION 


We are further opposed to this legislation because it has 
been our experience that government in the health field is 
seldom able to control its cost of service, and on the other 
nand is likely to promise greater benefits than funds wiil 
permit. Between a steadily rising cost of benefits, and an 
increasing demand for more of such benefits, the government 
would soon begin to operate under tremendous financial 
pressure. We do not believe that the potential demand of this 
program upon the taxing power of the federal government 
has been fully evaluated. Certainly, this may become one ol 
the most expensive programs the federal government has ever 
undertaken, and the responsibility to be imposed upon the 
federal government for meeting such broad promises to the 
American people is not easily comprehended. 


The whole problem of purchasing hospital and health 
service is still developing. Under S. 1606, the federal govern- 
ment would be almost the sole purchaser of such service. We 
do not believe it is realistic to assume that the system 
proposed by this legislation would long continue. Steadily 
increasing costs and arguments as to various methods ot 
rendering such care in different hospitals, would lead to such 
criticism of the program that the federal government would 
be constantly taking steps to meet that criticism. However, 
these pressures would be such that before very long, the gov- 
ernment would be controlling the whole system by regula- 
tion, and government operation would be inevitable. 


State and local governments in their operation of hospital 
facilities have found no easy answer to these financial pres- 
sures. In most cases, such government institutions offer only 
minimal and impersonal service. ‘The federal government 
itself has been subjected to much criticism for faulty opera- 
tion of its own hospitals. Its experience in hospital operation 
it not such as to encourage us to believe that government 
operation of hospitals will improve the quality of hospital 
service or reduce its cost. 


The sponsors of this legislation do not believe that its com- 
pulsory health features will lead to government operation, 
and they have repeatedly so stated. Nevertheless, we firmly 
believe that the pressure for increasing benefits, coupled with 
the rising costs of such benefits, will not only lead to govern- 
ment operation, but will further result in serious deteriora- 
tion of the quality of service, because of the inadequacy of 
funds. Government control of funds will greatly change pres- 
ent incentives for quality of medical and hospital service. 
Quality, under such conditions, will be sacrificed for quantity: 
This financial pressure will require detailed control of those 
to whom funds are paid. There is grave danger that imposed 
standards and sweeping regulations may supersede the pres- 
ent cardinal rule which places the welfare and comfort of the 
individual patient above all other considerations. This con- 
trol by regulation will have to be established within the range 
ol the average hospital. The process of averaging may result 
very logically in improving the services of sub-standard hospi- 
tals, but it will also, almost certainly, result in the elimina- 
tion of our present higher cost hospitals. This will strike 
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directly at our teaching hospitals and those which now render 
the best service. Will this not mean the elimination of lead- 
ership in the hospital field? The sponsors of this measure 
completely overlook the sources of hospital progress. 


SUDDEN CHANGE MAY CONFUSE, NOT IMPROVE 


We are fearful of this legislation, too, because it makes 
promises which are impossible of fulfillment. For example, 
there are now in this country approximately 130,000 active 
physicians. ‘These men, as you know, seldom work regular 
hours. However, it is reasonable to assume under a federally 
controlled administration these physicians, like other gov- 
ernment employees, would fall back into a five-day, forty-hour 
week. Allowing for the usual two weeks’ vacation, we nnd 
that fifty weeks of such service would make 2,000 hours of 
medical service available from each physician in a year, anda 
total of 260,000,000 hours per year from the whole profession. 
Since we have a population of over 140,000,000 people, this 
is less than two hours of medical service per year for each 
individual. In other words, there are not enough physicians 
in the country right now to provide even two complete physi- 
cal examinations per year for each citizen. The normal output 
of our medical schools is approximately 5,000 physicians an- 
nually, which is barely enough for replacement needs. If the 
output were increased to 10,000 per year, it would require 
26 years to double our physician census. In the meantime 
should this bill suddenly become a law, the overwhelming 
load thrown upon our medical profession would result in the 
lowest standards of medical care this country has ever known. 
It is our feeling that the proponents of this legislation have 
not taken these facts into consideration in their discussion of 
the vast benefits to be afforded the nation immediately upon 
passage of this bill. 

As a matter of fact, in all the years we have had a social 
security system in operation in this country, a large portion 
of the employed population is still not covered by present 
benefits. Yet here is proposed a much more complex program 
which is being promised to the entire population. In view of 
the still partial acceptance of social security provisions, we are 
unable to envision the establishment of a universal compul- 
sory health program which would even in the distant future 
accomplish all of the things which are promised. 

We are fully sympathetic with the aims of those who would 
like to have more medical and hospital service available to 
more people. That is also one of our aims. However, we do 
not believe it can be wisely and effectively accomplished in 
one bold stroke. Rather, we believe it requires an orderly, 
intelligent program which will be more closely integrated to 
the needs of our people. It takes eight years to train a physi- 
cian. Hospitals can be built more rapidly, but it also takes 
time to develop the highly trained personnel necessary to 
provide our citizens with the high quality of hospital service 
they have come to expect and desire when they are sick. 
Enactment of S. 1606 as it is presently drawn would not cor- 
rect our basic shortages in facilities and personnel. Rather it 
would intensify the existing shortage, and create confusion 
by its unrealistic approach to the whole health problem. In- 
deed, we believe that the assignment of ultimate authority in 
the health field to the federal government might well retard 
its further development because of the stultifying effects of 
remote control and administration by regulation. 


AN ORDERLY PROGRAM IS MORE FEASIBLE 


The American Hospital Association takes great pride in 
the progress that has been accomplished by the Blue Cross 
huspital prepayment plans in protecting more than 21,000,000 
people in 45 states against the unexpected costs of hospital 
care. The expansion of this prepayment system, which has 
been sponsored by the Association, has been one of the great- 
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est examples of voluntary public cooperation in the world. 
We believe that our government should be actively support- 
ing this program instead of criticizing it because it has not 
yet covered the entire population. Blue Cross has been a 
dramatic development and its success has been much de- 
pendent on payroll deduction. ‘The federal government, the 
largest employer in the country, has not taken the simple step 
necessary to offer this protection to its employees through 
such payroll deduction. Instead high officials criticize Blue 
Cross because no greater proportion of the population is 
covered. Cooperation from the federal government would be 
an easy step and most helpful in this voluntary movement to 
offer hospital benefits to the employed population and their 
dependents. Blue Cross has merited such government cooper- 
ation—certainly not its criticism. 

Blue Cross is low in cost, and its costs of operation are low. 
Only those who are now employed would contribute to the 
program under S. 1606, and these are all eligible to enroll 
with Blue Cross. In our opinion, it would be far better that 
these voluntary plans with their broad coverage for the em- 
ployed and their dependents be further extended before we 
consider compulsory insurance as the easy answer to the 
whole problem of distributing hospital and medical care. 
The “magic of averages” is not the complete answer to all 
of our problems. I wish it were. 


VETERANS WOULD LOSE BY THIS PROGRAM 

Incidentally, I wonder if you have considered the probable 
attitude of the veteran to this program of health insurance on 
a compulsory basis? Under present circumstances, you know, 
the veteran is already receiving extensive health services with- 
out cost to himself. Yet if you enact this bill, you are going to 
have to tax these veterans, along with the rest of us, to pay 
for benefits they are already receiving for nothing. The vet- 
erans are a substantial group that has little to gain and a 
great deal to lose by the passage of this compulsory health bill. 


CONSTRUCTION OF HOSPITALS IS NEEDED 

As I have said, the American Hospital Association has as 
one of its primary aims, the better distribution of hospital 
services to our people, and the continuing development of 
better standards of quality and service. With this in mind, 
we have actively supported the Hospital Survey and Construc- 
tion Act, which was studied by your committee last year, and 
passed by the Senate last December. That bill is now being 
studied by a committee of the House of Representatives, and 
if it is enacted, we believe it will go far toward relieving the 
present shortage of hospital facilities in this nation. We wish 


to compliment your committee for the fine work that was 
accomplished in the development and passage of S. 191. 


FEDERAL AID TO STATES FOR INDIGENT CARE , 

However, the construction of additional hospitals and thc 
extension of Blue Cross will still leave one area which require: 
the attention of the federal government. We believe that al 
citizens, irrespective of their ability to pay, should obtair 
medical and hospital care according to their needs. Such : 
program requires acceptance by the federal government o} 
the responsibility of helping to meet the basic costs of care t 
the needy. We believe this is a primary responsibility 0! 
state governments to be administered on a local basis, bu 
with federal aid to equalize this assistance among the various 
states. 

With Blue Cross Plans for those who can pay, federal aid to 
the needy, and a program for construction of additional hos 
pitals in areas where they are most needed, we believe ade 
quate and excellent health service can be made available to 
the whole nation without seriously disrupting the American 
system of voluntary health care which is, admittedly, one ot 
the finest in the world. This broad distribution of care could 
be achieved without the vast drain on federal resources, and 
without taking the grave risks that are inherent in the pro- 
gram you are now considering. Such a program permits or- 
derly development of demand for more hospital and medical 
service, and these steps will in themselves stimulate an in- 
creased supply of competent professional workers required 
to staff expanded facilities. Hospital progress in this country 
has not been surpassed elsewhere. It has come about by vol- 
untary action of the American people, and without govern- 
ment control or interference. It is continuing to grow, and 
will improve at an ever-increasing rate if it is not so con- 
trolled. Humane care of the sick has been based upon local 
effort, and has been developed upon an individualistic basis. 
It could not be standardized or regulated by government 
without losing much, if not all, of its value. 

In closing, let me remind you of Aesop’s famous fable of 
the dog and the bone. This dog, crossing a bridge with a large 
bone in his mouth, looked down into the water and saw 
another dog with a larger bone. He very logically reasoned 
that he might improve his position if he could have possession 
of both bones. So that in his enthusiasm for more he dropped 
the bone he had and ended up with neither. 

We are anxious that the American people should have the 
very best of hospital and medical service, and that it should 
be available to all. But we do not believe they should be 
induced to jeopardize what they already have, in order to 
obtain something that is, as yet, impracticable and of lesser 
value. 


For news of the stand taken by the American Protestant Hospital Association and the Catholic 
Hospital Association at the committee hearings see page 122 of this issue. 
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Emergency Air A mbulance 


Serves Saskatchewan 


Ts VALUE and popularity estab- 
lished from the first, air ambu- 
lance service has come to stay in 
Saskatchewan. The first organized 
service of its kind on the continent, 
it was provided as part of the plans 
of the Department of Public Health 
to place adequate health services 
within the reach of every person. 

The service was started last Feb- 
ruary 3, a day sooner than intended, 
when the specially-fitted Norseman 
aircraft took off in the teeth of a 
brisk subzero wind and flew 56 
miles to Liberty, Sask. It landed at a 
farm home 15 miles from the village 
and took aboard a middle-aged 
woman who was suffering from an 
acute diabetic condition. A_ half 
hour later she was under medical 
care in a Regina hospital. 

The inaugural flight was made on 
the heels of an old-fashioned prairie 
blizzard which blocked every road 
in the province to motor traffic and 
slowed down train schedules. If 
the first patient had been brought 
to the city by train she would first 
have had to spend several hours on 
the road in an open sleigh. 

Since February the service has 
been routinized. In 29g flying days 
there have been 42 “mercy flights,” 
with a few days when there were 
multiple calls to the medical serv- 
ices division of the health depart- 


FATIENT is carried to emergency plane landed in snow field. 
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ment. On one flight northward 
from Regina the air ambulance 
picked up a patient who was taken 
to Saskatoon. On the return flight 
the plane called for a patient who 
was taken to Regina. 

While practically all flights in- 
volve landing in unprepared fields, 
farmers’ pastures and wheatfields, 
landings with passengers are in- 
variably made on licensed airports, 
and only in daylight hours. 

The Norseman is piloted by Keith 
Malcolm, who spent five years in 
the R.C.A.F. On every flight he 
is accompanied by Air Engineer 
Donald Watson, also a former 
R.C.A.F. man, and Nurse M. E. 
Gleadow, who spent two and a half 
years overseas with the Royal Can- 
adian Army Medical Corps. 

Saskatchewan has also acquired 
three motor ambulances for the 
transportation of mental patients, 
who formerly were carried in pub- 
lic conveyances. Each ambulance 
carries a nurse. 

Regulations for public ambu- 
lance service have been changed 
to require every ambulance to be 
equipped with a specified first-aid 
kit, which must be under the direct 


SASKATCHEWAN'S air ambulance and the 


pilot, nurse and engineer among its staff. 


control of a person holding a senior 
first-aid certificate from the St. John 
Ambulance Association. Ambu- 
lance attendants must qualify for 
this certificate every year. 

The service is for emergency cases 
only, and a purely nominal charge 
is made. Costs of the flight are 
charged in non-emergency cases. 

The Norseman aircraft covers the 
populated area of Saskatchewan ly- 
ing south of the frontier city of 
Prince’ Albert. North of Prince Al- 
bert an aircraft of the provincial 
Department of Natural Resources 
answers emergency calls. 

The Norseman, acquired from 
war assets, is licensed to carry seven 
persons, including the standard 
crew of three. It has a cruising range 
of 500 miles and is powered with a 
Pratt & Whitney 600 h. p. Wasp 
engine. 

It is equipped for airline radio 
communication and the pilot can 
request motor ambulance to be on 
hand when he. has determined 
where a patient is to be taken. In- 
variably patients are taken to hos- 
pital by motor ambulance. 


LATER, he is lifted from plane, rushed to hospital in ambulance. 
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THE MANUFACTURE of sterile medications within a hospital's own pharmacy assures economy, aids more efficient treatment of patients. 


Organizing the Pharmacy for Preparation of 
STERILE MEDICATIONS 


N HOSPITALS, sterile medications 
I comprise a very vital portion of 
the total drugs administered to pa- 
tients. Many of these may be 
classed as emergency, dramatically 
influencing the patient’s recovery. 
This being true, it is important 
that an institution have a readily 
available source of sterile medica- 
tion. It has been verified, further, 
that the manufacture of these med- 
ications within the hospital results 
in better service and economy to 
the patient. 

Sterile medication may be de- 
fined simply as a class of medica- 
ments prepared by an approved 
technique which assures a sterile, 
non-pyrogenic product and which 
renders the preparation safe for 
parenteral administration. That 
the importance and popularity of 
this class of medication are ever in- 
creasing is confirmed by inclusion 
in the official compendium, the 
USP XII, of 25 additional mono- 
graphs for injectible medication. 

The logical question that fol- 
lows is: Who in the hospital should 
assume the responsibility for this 
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manufacture? In view of the fact 
that these sterile medications are a 
class of drugs, the responsibility 
would necessarily be delegated to 
the pharmacist. 

The fact that heat affects solu- 
tions of chemicals in various ways, 
depending on the size of the con- 
tainer and the nature of the solute 
involved, is again a reason to em- 
ploy the integrity and specialized 
skill of the pharmacist who has 
been educated and trained to rec- 
ognize these limitations. A simple 
but meticulous routine for prepa- 
ration is established which serves 
not only as an assembly line for 
turning out this necessary medica- 
tion but also as a valuable teaching 
adjunct for removing the mystery 
long associated with the procedure. 

Equipment necessary to carry on 
such a program includes an auto- 
clave, a water still, a balance, fil- 


ters, and bottles for the solutions. 
The most ideal arrangement would 
be to equip a laboratory adjacent 
to the pharmacy; however, in the 
smaller hospitals a common steri- 
lizer and water still for the phar- 
macy, surgery and central supply 
room should suffice. The expend- 
iture involved in such an arrange- 
ment would be small, but even if a 
laboratory were set up it would pay 
for itself in less than a year. 

The still should be of construc- 
tion that will enable it to produce 
a distillate fulfilling official _re- 
quirements. There are several pop- 
ular models which produce a single 
distilled water meeting these re- 
quirements, thus eliminating the 
cumbersome and expensive triple 
still. It is -of paramount impor- 
tance that the operator understand 
the maintenance of this particular 
piece of equipment, as it is neces- 
sary to clean it regularly to pro- 
duce a distillate of constant purity. 
The USP XII outlines a test for the 
determination of pyrogenic mate- 
rial in solutions. This test might 
be run routinely or at intervals for 
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checking the solutions for toreign 
reaction material. 

It cannot be over-emphasized 
that a very thorough cleaning proc- 
ess at regular intervals must be 
maintained. Only freshly distilled 
water can be used and solutions 
must be sterilized as soon as they 
are made. This eliminates bacterial 
growth which might act in vivo as 
reaction material. Full directions 
and illustrations as to the operation 
and maintenance are furnished 
with stills. The procedure is simple 
and logical. 

Flasks and vials for the solutions 
can be purchased from several 
sources. In many cases the empty 
containers from commercial solu- 


tions in the hospital are adaptable- 


to reuse. This latter is a most eco- 
nomical approach and if handled 
correctly will serve as efficiently as 
any other. The number of the flasks 
and vials needed depends on the 
schedule of the pharmacy person- 
nel. The solution, if hermetically 
sealed, will keep indefinitely. Any 
amount may be put up in advance. 

A three day supply on the faster 
moving solutions is ideal while on 
, the less popular items a week’s sup- 
ply or more is not difficult to main- 
tain. A label bearing the name of 
the solution, a control number and 
date of manufacture is attached to 
each flask. It is well also to include 
a two months’ (or some other ar- 
bitrary time) expiration date to 
help insure the use of the oldest 
solutions first. It is also suggested 
that the pharmacist inspect all so- 
lutions for foreign material, even 
after they are sterilized. 

Pyrex flasks are considered better 
for sterilizing solutions; however, 
glass of good grade, much cheaper 
than pyrex, can be obtained which 
complies with USP qualifications 
for glass containers for injections. 
Since breakage does occur, this is a 
factor to consider. It is estimated 
that in a 500-bed hospital an aver- 
age of 15 flasks a month will be 
broken. This figure is based on a 
wartime personnel and may vary 
with the more cooperative staff of 
normal times. It might be well to 
keep an eye on. new developments 
li parenteral solution containers. 
The wealth of glass information to 
come out of recent advances here- 
tofore not available to civilian in- 
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material. 
certainly would not be extra equip- 
ment since the pharmacy would 
already have this item. A_ bottle 


dustry should at least produce an 
unbreakable flask. 


The type of filter thought best 


and most practical is the sintered 
glass variety which renders the so- 


lutions free of lint and undissolved 
The balance necessary 


washer is a time saving device to 
have and can be simply constructed 
by the maintenance department. 

In hospitals of more than 100 
beds, it is thought that there is suf- 
ficient need for a still and auto- 


clave in the sterile solutions labora- 


tory. The laboratory, as has been 


mentioned, should be adjacent to 
the pharmacy. 
would make supervision by the 


This proximity 


pharmacist easier if he had other 


duties as would be the case in a 
hospital up to 500 beds. One phar- 


macist and one helper is probably 


ample personnel in the laboratory 
of a 
amount of work that can be done is 


500-bed institution. The 


practically without limit, therefore 


additional help may be added if 
the amount of work so warrants. 


EFFICIENCY and absolute control are certain 


The scope of work can be broad- 
ened if an Arnold sterilizer and a 
hot air sterilizer are available to 
sterilize medications that should 
not be heated above 100° C. and 
those which must be sterilized by 
dry heat. This is equipment which 
might be shared by the various de- 
partments of the hospital insofar as 
it is used with comparative infre- 
quence. 

The laboratory should be of suf- 
ficient size so that it can be divided 
into three or four sections or 
rooms. The still and autoclave 
should be enclosed or recessed in 
one section. The storage shelves 
should be partitioned off. The 
need for these two sections or 
rooms is obvious when one con- 
siders the heat involved in steriliz- 
ing and the heat given off by the 
hot solutions. The rest of the lab- 
oratory is a work room where the 
washing and weighing are done. If 
plasma is processed, then a portion 
of this work room should be en- 
closed for a plasma room; or a 
hood may be installed which is 
equipped with ultraviolet lamps to 
sterilize the air. Some pharmacists 
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when needed pharmaceuticals are home made. 
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find the hood arrangement more 
practical and convenient. 


Since the USP XII included plas- 
ma as an official drug, and since it 
is sterile medication, it too should 
be carried by the pharmacy in the 
sterile solutions department. The 
future bids fair to bring forth other 
blood fractions such as immune 
and convalescent sera, the prepara- 
tion of which can be conducted in 
this section of the pharmacy. The 
only equipment of note that would 
be necessary for the plasma unit is 
a refrigerator. A deep freeze unit 
might be advantageous. 

A time saving service for the 
nursing staff which the solutions 
laboratory might render, also with 
considerable economy to the hos- 
pital, is the manufacture of nar- 
cotic solutions in multiple dose 
vials to be used instead of the con- 
ventional time consuming hypo 
tablets. Often, in emergencies, 
there is not enough time to prepare 
a hypodermic and had it been 
ready for injection a disaster might 
have been averted. These state- 


Hospital Pharmacy 


ments are substantiated by nursing 
departments wherever this proce- 
dure has been practiced. 

The manufacture of allergenic 
medications is an additional serv- 
ice that the solutions laboratory 
can render. This arrangement al- 
lows for preparation of a great 
variety of material that cannot be 
purchased and in many cases this 
medication is tailor made for the 
patient from material furnished by 
the patient. Special equipment 
here would include a small press 
and seitz filters for bacteria exclud- 
ing filtration; soxhlet extractors 
are also essential. But all of this 
equipment is of little monetary 
value. This undertaking by the so- 
lutions laboratory also results in a 
substantial saving for the hospital 
particularly since a major portion 





Some —— Principles 


| ea BUT CONCISE principles for 
an actively functioning person- 
nel service department were out- 
lined in a recent edition of News, 
the monthly four page publication 
of Hurley Hospital, Flint, Mich. 
Originator of the plan, which now 
functions at Hurley, is Ralph M. 
Hueston, hospital superintendent. 
It was sanctioned by Ralph E. 
Gault, president of the board of 
hospital managers at Hurley. The 
425 bed hospital lists a full time 
personnel of 641 members. 

The outline of principles follows: 

1. To maintain a program for educating 
employees in good personnel relations: 


(a) Employee-Public: This will entai) 
a program for all employees, and in par- 
ticular those employees who have direct 
contact with the public. 

(b) Employee-Employee: This program 
to include planning group events and or- 
ganizing recreational activities which will 
develop good relations among employees. 

2. To interpret procedures to employees: 
This will be a continuing program. When 
an employee makes a request to a super- 
visor for information regarding a hospital 
procedure, that supervisor shall route the 
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employee to the Personnel Service Depart- 
ment. The purpose of this policy is two- 
fold: First, to save the time of the super- 
visor, and second, to maintain a central 
seivice of information. ; 


3. To maintain an orientation program: 
This program has been organized for 
present as well as new employees, but 
eventually will be maintained only for 
new employees. The purpose of this pro- 
gram is ‘to familiarize employees with the 
aims and obiects of Hurley Hospital and 
to emphasize such information as is con- 
tained in the first half of our booklet 
“You and Your Job in Hurley Hospital.” 


4. To maintain a counseling service: 


(a) Opportunities for advancement: The 
Personnel Service Department will main- 
tain a record of the employee’s previous 
training and experience for reference to 
determine the employee’s eligibility for 
advancement, and will counsel with the 
employees regarding opportunities for ad- 
vancement. 


(b) Personal matters: Some employees 
prefer to discuss personal matters with 
someone other than their immediate su- 
pervisor. The Personnel Service Director’s 
office may be used for counseling em- 
ployees on personal matters. 


5. To publish a monthly news letter for 
the employees of Hurley Hospital. 


of allergy patients come in through 
the outpatient department. 

Sealed glass and multiple dos 
ampule manufacture has a limitless 
possibility and can be a source oi 
considerable savings. This is a 
very simple procedure and much oi 
the work involved can be done b\ 
the helper. The equipment neces 
sary here is very little. Burettes 
gas burner, and an ampule washe1 
that can be made by maintenance, 
empty ampules and rubber stop 
pers — these comprise the bulk ol 
needed materials. 

The following groups or classifi- 
cations are the medications which 
can be prepared in the solutions 
laboratory: 

1. Large volume single dose so- 
lutions: dextrose and saline solu- 
tions, Ringer’s solution, Hart- 
mann’s solution, sulfonamide so 
lutions. 

2. Small volume single dose so- 
lutions: Ampule solutions, sealed 
glass. 

3. Multiple dose medication: 
Ampule solutions, rubber capped. 

4. Diluents: Saline, dextrose, 
Water for dissolving drugs for ex- 
temporaneous administration, e.g. 
penicillin, phenobarbital, — pento- 
thal sodium. 

5. Anticoagulant solutions: So- 
dium citrate solutions for blood 
and plasma. 

6. Miscellaneous solutions and 
solids: Plasma, glycerin, powders, 
ointments. 

Regardless of the size.of the hos- 
pital, the pharmacy should be 
equipped to make solutions. Often 
the need arises for a solution that 
is not immediately available com- 
mercially or it might conceivably 
be one that cannot be purchased at 
all. In such an instance, if the 
pharmacy manufactured sterile so- 
lutions, the pharmacist would be 
able to prepare the desired medica- 
tion or offer a suggestion if it were 
not practicable. There are many 
solutions that have to be prepared 
extemporaneously such as sulfona- 
mides, penicillin, and gall bladder 
dye. It is well to place this respon- 
sibility on the pharmacy rather 
than on the nursing staff. In view 
of all the services and economies 
that can come of a sterile solutions 
laboratory, the laboratory is essen- 
tial to an institution’s harmonious 
functioning. 
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MORALE Can Be Determined 
—and Bettered— by SURVEY 


Fe msicmrsarw of well managed 
hospitals take inventory of their 
institution’s physical facilities at 
regular intervals, maintaining a per- 
petual record. ‘They would frown 
at a suggestion that this practice be 
eliminated for they insist on know- 
ing how many beds, sheets, pounds 
of cotton and the like are on hand. 
It is a different story when the sub- 
ject of personnel comes up. The ex- 
tent of the available information is 
usually limited to the number of 
people employed on the total an- 
nual payroll. 

Often executives say during a dis- 
cussion of personnel that their em- 
ployees are one big happy family. 
If accurate, this would represent 
the ideal in employer-employee re- 
lationships. However, evidence in- 
dicates that most executives are bas- 
‘ing the remark on fancy rather 
than fact. Administrators shudder 
when the findings of a morale sur- 
vey is presented to them and they 
have the opportunity of seeing in 
black and white actually what their 
employees think of the job, the boss 
and the institution. 


Measuring Morale 

Progressive and aggressive mod- 
ern managements have learned dur- 
ing the war, or are now learning, 
that it is as important to under- 
stand the science of human rela- 
tions as it is the mechanics of busi- 
ness. Within the last five years a 
simple and effective method ol 
measuring morale or employee at- 
titudes has been developed. An 
opinion ballot is used. It is an un- 
signed four-page questionnaire, tail- 
ored to meet conditions existing in 
the particular organization and as 
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a rule it consists of six distinct 
parts: 

1. The objectives of the survey 
are explained in understandable 
terms. 

2. Each employee checks the fol- 
lowing information: Shift, depart- 
ment, sex, age, length of service and 
earnings. 

3. Thirty specific questions are 
presented, ten concerning the insti- 
tution or company and ten con- 
cerning the immediate boss. Several 
possible answers are given and the 
employee checks the one that most 
closely represents his feelings. 

Employees may be asked, for ex- 
ample, to check one of the follow- 
ing answers to the question, “How 
does your supervisor correct em- 
ployees who have done something 
wrong?”’: 

1. He bawls them out in front of other 
employees. 

2. He uses sarcasm in front of others. 

3. He is plain spoken but takes em- 
ployees aside. 

4. He criticizes in private and explains 
why. 

5. His criticisms are helpful and never 
given in front of others; his manner is 
friendly. 

It is evident that an employee 
checking answer No. 5 has a much 
healthier attitude than one check- 
ing No. 1. 

In addition to these 30 questions, 
usually two more are added such 
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as: ‘Which one of the following in 
your opinion shows least considera- 
tion to employees?” The second is 
the same except for the substitu- 
tion of the word most for least. 


Below each of these questions are 
listed the names of the top execu- 
tives and, as occasion warrants, the 
names of supervisors. The number 
of names varies with the organiza- 
tion’s size. 

4. Approval or disapproval of 
company practices, as: The cafe- 
teria is satisfactory; the cafeteria is 
unsatisfactory; I feel that the com- 
pany is making no effort to better 
relations between employees. and 
management; I feel the company is 
making a sincere effort to better 
relations between employees and 
management. 

5. Todetermine the value placed 
by employees upon certain factors 
relating to employment, a series 
of from eight to 12 statements is 
added. Because this section indi- 
cates to management the trend of 
employee thinking and evaluation 
of work values it is often referred to 
as the barometer. 


Indicates Degree 
Opposite each of those state- 


ments employees may place an “x” 
under that particular column which 
shows how much that item means 
to their happiness and well being 
in their work. The column head- 
ings are “a whole lot,” “quite a 
little” and “practically nothing.” 
Statements to be rated under these 
categories include: Job rate, secur- 
ity, treatment by supervisor, oppor- 
tunities for advancement, treatment 
by the institution, physical working 
conditions, quality of supervision, 
extra pay (such as bonuses), special 
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benefits (insurance and the like), 
job evaluation, attention given 
grievances, and vacation and holi- 
day privileges. 

6. Even though all the questions 
can be answered with a cross, space 
is provided for any complaint or 
comment the voter may care to reg- 
ister. About 25 per cent of the em- 
ployees take advantage of this. 

Each of the go items referred to 
in No. 3 above is scored by allow- 
ing points as follows: No. 1 (lowest 
response)—o; No. 2 (low response) 
—25; No. 3 (middle response)—50; 
No. 4 (high response—75; No. 5 
(highest response)—100. 

Suppose 20 employees in a cer- 
tain department answered the ques- 
tions on supervisory attitude as 
follows: 2 employees giving re- 
sponse 1; 3 employees giving 2; 
5 employees giving 3; 7 employees 
giving 4; 3 employees giving 5. 

The computation would be: 2xo 
me ©) 5ER5 <= 75) 5XHO = 250; 7X75 
== 525; 3x100 = 300; or the total 
for 20 employees = 1150. Then 
1150 divided by 20 equals a morale 
score of 57.5. 

Next, scores are combined, or 
averaged, by department, shift, sex, 
age, length of service, and earnings. 
In this way we can tell which de- 
partments have high morale, which 
low; whether the night shift reveals 
better morale than the day shift; 
whether women possess better mor- 
ale than men; whether younger 
employees display better attitudes 
than older, whether new workers 
surpass those with longer service; 
whether low-paid workers have 
worse morale than the high-paid. 

So, too, the first 10 items are aver- 
aged to get a composite index of 
morale toward the job; the second 
10 for an index toward boss, and 
the third 10 for an index toward 
company. These three summary in- 
dexes are likewise studied by de- 
partment, shift, sex, age, length of 
service, and earnings. 


Percentage Is Computed 


Votes are tallied in the unpopu- 
larity contest, and the percentage 
figure for each executive is com- 
puted. The positive and negative 
items of Part 4 are computed on 
a percentage basis, showing per- 
centage in favor and _ percentage 


opposed. 
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Tables are compiled, charts pre- 
pared, conclusions drawn and rec- 
ommendations for improvements 
offered. 

Part 5, the complaint section, 
frequently spotlights interesting 
viewpoints not covered specifically 
by the ballot itself. The ballots are 
collected in a manner concealing 
the employees’ identity. The ballot 
box is locked during the survey and 
the keys are held by an employee 
or a committee of employees se- 
lected by their co-workers. 


Not infrequently employers are 
surprised to learn that they cannot 
buy employee attitudes with a 5 or 
10 per cent pay increase. It is not 
unusual to find a firm with a uni- 
formly low rate of pay enjoying 
better employee attitudes than one 
paying higher but unequal rates. 
Wage inequalities are at the root of 
most employer-employee troubles. 
That is to say, when three people 
doing the same or similar work are 
paid at different rates dissatisfac- 
tion is certain to arise. 


In all regards the morale of 
women is higher than that of men. 
Women do feel the inequalities of 
rates paid to them as compared 
with men doing a like work. A low 
morale rating due to wage inequali- 
ties, as a rule, can be cured by a job 
evaluation study and the inaugura- 
tion of a defensible compensation 
plan. 


The morale of employees in small 
organizations is appreciably better 
than that in large firms. Morale 
tends to rise with age. Usually the 
morale of employees in the 20 to 24 
group is lower than those in other 
age groups. As the 35 year age 
bracket is reached morale goes up. 

We have found a direct relation- 
ship between length of service and 
morale. During the first year of em- 
ployment the morale is high and it 
falls off with each year of service 
until the eighth, after which it be- 
gins to climb reaching the peak 
after the twentieth year. 

All employees want to be proud 
of the organization in which they 
are employed. When management 
generates a healthy attitude, the re- 
flection is seen in the most lowly 
worker. Morale does not well up 
from the bottom; rather, it trickles 
down from the top. 

The success of the multiple man- 


agement plan demonstrates that 
when employees understand the 
employer’s policies they are superior 
employees. A high standard of 
morale is accompanied by a morc 
intense employee loyalty. 

The selection and training of 
supervisory personnel should re- 
ceive the careful attention of hos- 
pital administrators. Every worker 
is influenced by the ability and at- 
titude of his immediate superior. 

The diagnosis of a physician is 
only the first step toward curing an 
ailment. Likewise, the making of a 
morale survey is but a step toward 
the elimination of sickly attitudes. 


Three Methods Open 


Under normal circumstances the 
business management of a hospital 
should handle the findings of a 
morale survey in one of three ways: 
(1) Situations where poor attitudes 
are justified should be corrected; 
(2) Poor attitudes toward situations 
which the management, after seri- 
ous study and consideration, de- 
cides are not in need of revision, 
should be rectified by explaining 
management’s position; (3) Strong 
favorable attitudes toward people, 
policies or practices should likewise 
be studied in an effort to compre- 
hend the probable influences which 
have brought them about. 

Much good can be accomplished 
through the cooperative study of 
the results by a joint employee- 
management committee. An indi- 
vidual or a committee should be as- 
signed to the task of making a de- 
tailed study of the statistical find- 
ings of the survey. Each corrective 
measure agreed upon by the com- 
mittee should be assigned to one 
person or subcommittee for execu- 
tion and a time limit set for its per- 
formance. Groups of employees 
should be brought together for a 
dispassionate discussion of the sur- 
vey findings. Employees should be 
invited to take part in developing 
corrective actions. 

A morale survey, like an x-ray, 
exposes the weak spots. It is an in- 
ventory of attitudes which are of 
important mutual interest to man- 
agement and employees. Manage- 
ments that understand the cause of 
employee attitudes will succeed in 
the establishment of safe and sane 
working relationships. 
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TWO) cutter HUMAN BLOOD FRACTIONS 


.« Now available in your hospital 


]. FIBRIN FOAM AND THROMBIN — Cutter's 
new hemostatic agent— permits faster, easier technic 
in all surgical procedures where hemostats and 
sutures are impractical. An outgrowth of work in 
plasma fractionation at Harvard Medical School, 
Cutter’s Fibrin Foam is made from human blood. It 
adheres rapidly and cuts sponging time to a minimum, 
without danger of dislodging clot. Non-reacting and 
absorbable, Fibrin Foam may be left in place 
following surgery. 
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2. NORMAL SERUM ALBUMIN (HUMAN), 
SALT-POOR— is now being used for treatment of 
incipient or actual albuminemias which may be 
reversible — such as those resulting from starvation 
and impaired synthesis or absorption ; or following 
nephrosis or acute nephritis. Cutter’s albumin, made 
from human blood, reduces edema (if present) and 
replaces lost albumin until renal function is 
re-established. 


For complete literature on Cutter’s Fibrin Foam 
and Normal Serum Albumin, write to the 
Cutter Laboratories, Berkeley 1, California. 
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How Mausston Hospital Met | 
JAPANESE SEIZURE 


MRS. V. G. BELTRAN 
SUPERINTENDENT OF NURSES, ST. LUKE'S HOSPITAL, MANILA, PHILIPPINE ISLANDS 


CARLOAD OF JAPANESE Officers 
A and their aides came to St. 
Luke’s Hospital on Sunday morn- 
ing, January 4, 1942. The director 
of the hospital, Dr. Jose Y. Fores, 
was summoned and after a brief 
talk he was ordered to open the 
hospital safe. The money was 
counted—there was a little over 
$2,000 in cash and a few checks. 
Then the safe was closed and the 
Imperial Seal was placed over the 
door to the dismay of every one of 
the St. Luke’s Filipino personnel 
present, for that money represented 
the immediate hospital expenses. 
After the Japanese left an admit- 
ting ‘nurse said there was about 
$150 deposited by one of the pa- 
tients in the private floor the day 
before, so this sum was what the 
hospital had to use from that fate- 
ful day. 

Fortunately, the hospital author- 
ities had been buying all available 
food and other hospital supplies, 
so that the storerooms were well 
stocked. In fact, these supplies— 
especially the gauze, cotton and 
other surgical dressing—lasted 
through the next two years supple- 
mented now and then when the 
Japanese obtained meager supplies. 

After the American nurses were 
imprisoned for the first two weeks 
in January, they were released since 
they were missionaries. And that 
was one of the things we were grate- 
ful for, because many sick British 
and American internees were 
brought to St. Luke’s Hospital all 
throughout that first year of occu- 
pation. From the beginning Dr. 
Fores won the confidence of the 
Japanese officials in charge of San- 
to Tomas Camp, so that he was 
called to see many sick internees 
some of whom were sent to St. 
Luke’s Hospital. Before the war 
the bed capacity of the hospital 
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was 150 including nurseries. The 
accommodatjyon was raised to near- 
ly 200 at that time. 

When the war broke out here 
all classes closed automatically. St. 
Luke’s school of nursing stopped 
all classes except those on emer- 
gency and first aid. The 1942 sen- 
iors, like the other students from 
different schools, were graduated 
automatically. Nurses were given 
temporary graduation certificates 
April 12, 1942 and took the gov- 
ernment examination that month. 

At the beginning of the Japanese 
occupation several students were 
taken home by their parents, as 
there were many unpleasant ru- 
mors about the Japanese soldiers’ 
conduct with young girls. Those 
who remained worked hard and 
long hours. It was a good thing 
there were no classes, for the grad- 
uate staff was diminished at the 
beginning of the conflict to help 
staff a number of Red Cross emer- 
gency hospitals which cared for 
thousands of Japanese bombing 
casualties the first three weeks of 
war. 

Our well stocked storerooms con- 
tained cases of milk, coffee, canned 
fish, meat, vegetables, and fruit. 
One of the Filipino nurses was as- 
signed as buyer and she went to 
Japanese-occupied American ware- 
houses for prime commodities; in 
many instances she succeeded in 
obtaining large quantities of soap, 
sugar, lard and even much needed 
materials for hospital and patients’ 
linen from Japanese controlled 
commercial firms. 

Gladys Ross, the hospital’s busi- 
ness manager, handled finances and 
when “up against it” she would 
talk casually to different patients 
about the dire needs of the hospital 
and often got cooperation and a 
little cash. About the middle of 


that year the safe was opened anc 
much needed supplies were pu 
chased. 

But our good fortune lasted onl: 
until December 10, 1942 when 
group of Japanese doctors cam 
and took over St. Luke’s Hospi 
tal for their sick civilians. The. 
changed the name to Nippon Byo- 
in, and told the director that, a! 
though there would be a Japanes« 
director, Dr. Fores and all the Fil 
ipino hospital personnel were to 
remain and continue as before. 

About the middle of January 
1943 all the American nurses lett 
and the British and American pa- 
tients gradually left the hospital. 
Up until April there were two 
American patients left. Soon, how- 
ever, they were transferred to Phil- 
ippine General Hospital. 

In June 1943 seven Japanese 
nurses from St. Luke’s Medical 
Center, Tokyo, arrived to take over 
the school of nursing and the su- 
pervision of the nursing service. 
This gesture, we learned later was 
a part of the Japanese propaganda 
to further the “Co-prosperity 
Sphere’’—a phrase many times men- 
tioned during the Japanese occupa- 
tion. The school of nursing was 
given an official permit to open in 
January 1943 so that by rushing 
the seniors through the remaining 
courses of study, the first graduates 
under the Japanese occupation re- 
ceived their Japanese lettered di- 
plomas one afternoon in_ early 
April. 

One of the Japanese nurses, a 
college graduate, was assigned to 
be the dean of the school. Nippon- 
go classes were started and the doc- 
tors, nurses and employees were 
expected to attend these classes to 
learn Japanese culture and Nip- 
pongo. 

This group of nurses from Tokyo 
were American trained so the work 
went on harmoniously. Between 
distress over shortage of supplies 
like soap, lard and sugar, learning 
Nippongo, waiting on high rank- 
ing officials invited to St. Luke's 
and stealing away occasionally to 
visit American friends across town, 
1943 slipped away. 

The hardest year was 1944. Sup 
plies were difficult to obtain and 
even the Japanese themselves coulc 
not provide the hospital with badly 
needed commodities. About the 
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middle of the year, rice became 
scarce and the prices of all food- 
stuffs were correspondingly high. 
After each bombing, towards the 
end, the prices went still higher. 
The Japanese director, Dr. Kama- 
da, ordered boxes of dried salted 
fish to be stored and worked to 
make rationing more systematic 
and effective. As prices of com- 
modities went higher after each 
bombing, our hopes soared even 
higher. 

Christmas 1944 was a sad time. 
The year before we were allowed 
to sing carols throughout the hos- 
pital, but this time we were con- 
cerned mostly with blackouts, ab- 
sence of transportation and_ the 
tenseness which existed  every- 
where. Most of our friends had 
been evacuated to the provinces. 
A number of the graduates and 
students left in early October, sure 
that the city would either be 
bombed or burned. 

The day after Christmas three 
Japanese nurses and half of the 
doctors left for some secret destina- 
tion. ‘Two days later another group 
left. It was true they took a truck- 
load of mattresses, linen and other 
supplies, but by that time we did 
not care much what they took as 
long as they left. The last group 
left January 8, 1945. We had a 
sort of farewell gathering that Sun- 
day afternoon and Dr. Kamada 
made an impressive carefully word- 
ed speech which, as usual, was in- 
terpreted to us by Dr. Azuma, a 
University of the Philippine grad- 
uate in medicine. 

The food situation was very bad, 
but Dr. Kamada proved resource- 
ful. As he was the only one left of 
the Japanese Administration, he 
tried his best to obtain food. He 
got rice and old wormy corn from 
closing Japanese companies; he 
brought sugar, margarine, lard, 
great slabs of chocolate and large 
cans of sugar wafers. One day he 
came back with a decrepit carriage 
and a horse. Another time, after 
spending the night outside, he 
came back with two old but edible 
hens. Much later these same hens 
were cooked for a Sunday dinner. 

The nursing school functioned 
throughout the Japanese occupa- 
tion. A class was graduated in 1944 
«nd new classes were admitted in 
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DESPITE the heavy impact of war, 
routine duties, such as christening 
of babies, continued as normally 
as possible at St. Luke's hospital. 


1943 and 1944. When food became 
scarce the nurses ate grated coco- 
nuts morning, noon and evening, 
and between meals. Because of this 
the nurses’ health was not very 
much undermined. The healthy 
ones sold their blood for trans- 
fusions, which were numerous in 
these days and spent their Japanese 
notes on food and the ever depend- 
able but rather expensive coconuts. 


St. Luke’s Hospital had no air 


raid shelter at all. From the time 
bombing started in 1941 no one 
ever took shelter during air raids. 
The only instruction given was to 
get inside the building and to place 
the patients on chairs. One pa- 
tient’s life was saved because a 
nurse pulled her out of bed quickly 
and sat her on a chair. The next 
moment a large piece of shrapnel 
fell where she would have been if 
she had remained in bed. 

Air raids did not bother the 
nurses. The medical and nursing 
staffs had not much time to be con- 
cerned about their lives, because 
each air raid was followed by large 
numbers of wounded and burned. 
This much can be said of the Jap- 
anese—they allowed bombing casu- 
alties to be brought in and treated 
here. Poor patients were even pro- 
vided with charity beds. But, of 


-course, we never failed to mention 


the fact that the targets were Jap- 
anese installations and Filipino 
casualties were killed and wounded 
for that reason. 

Early in the evening of February 
3 we heard loud explosions which 
increased in intensity and then we 
discerned the rumble of what 
sounded like huge tanks. Soon 
some one called, “Everyone be in 


uniform and in readiness; there is 
street fighting, Americans have 
arrived!” 

As it was getting dark my hand 
instinctively went to the light 
switch. The light blinked once, 
then went out. Before we could 
make any plans Dr. Kamada sum- 
moned those in charge. He told us 
quietly that his job in the Nippon 
Byoin was finished and that he was 
leaving that night or early the next 
day. He gave a few sensible instruc- 
tions such as moving all Japanese 
signs. Thus ended the Japanese oc- 
cupation of St. Luke’s Hospital. 
Dr. Kamada remained awake that 
last night and saw to it that none 
of the four remaining Japanese 
male patients harmed anyone. He 
and his countrymen left the fol- 
lowing day, which was Sunday. 

The days that followed were like 
a nightmare—there was no light 
and no water anywhere except on 
the ground floor. Battle casualties 
were brought in hourly. There was 
time for nothing except to find 
places to accommodate the many 
patients and obtain linen, surgical 
supplies and drugs to cope with the 
increasing demands. 

In the afternoon on February 4, 
the big St. Luke’s Hospital sign 
was hoisted up again to its usual 
place in the front of the building. 
Dr. Fores resumed his director- 
ship of the hospital. Four days 
later, St. Luke’s was operating 
under the Philippine Civil Affairs 
Unit No. 20, and remained under 
PCAU until the end of June 1945. 
In July the hospital resumed its 
former prewar status—that of a 
mission hospital under the Epis- 
copal Church. 
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The Patients RIGHT TO 
PRIVACY Js Basic 


HE RIGHT of the patient to re- 
Roun in seclusion in the hospi- 
tal, without subjecting him to un- 
warranted and undesired publicity, 
finds support in the legal decisions 
of some states. This privilege is 
known technically as the “right of 
privacy”: the patient thereby is 
guarded against the unauthorized 
use of his photograph for any pur- 
poses to which he has not specifi- 
cally consented, whether it be for 
scientific, educational or commer- 
cial purposes.’ 

When the right of privacy has 
been invaded by using a patient’s 
photograph without his authority 
for advertising or commercial pur- 
poses or by parading his intimate 
private affairs before the public 
gaze, unjustifiably and against his 
will, he may be entitled to restrain 
the improper use of his photograph 
or continued unfavorable publicity 
and be awarded damages against the 
wrongdoer. 

The doctrine that there is a 
legally enforceable right of privacy 
has been definitely approved in Cali- 
fornia, the District of Columbia, 
Georgia, Kansas, Kentucky, Mis- 
souri, North Carolina, one of the 
lower Ohio courts, Oregon and 
Pennsylvania (not by a court of 
last resort). In Louisiana and New 
Jersey the courts appear to favor 
this view; South Carolina recog- 
nizes it as an existing right; an 
Indiana court has concurred.” 

Statutes have been adopted in 
New York State* and Utah which 
make it a misdemeanor to use the 
name or picture of any person for 
advertising or trade purposes with- 
out his written consent.t Michigan, 
Rhode Island and Washington, on 
the other hand, have refused to rec- 
ognize such right of privacy; else- 
where the status of the right is 
doubtful. 

Many large 


modern hospitals 
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maintain departments of photogra- 
phy. Clinical photographs are taken, 
placed on the patients’ charts and 
copies are kept on file. As a result 
of this procedure, problems have 
arisen as to what types of photo- 
graphs may be taken ad lib and 
what photographs require legal con- 
sent on the part of the patient. 

Large hospitals with organized 
photography departments train 
their photographers to obtain legal 
consents. More trouble. arises in 
smaller hospitals and clinics where 
doctors are amateur photographers. 
When he is intent upon a good pic- 
ture or an interesting “shot” the 
thought of legal consent often fails 
to enter the photographer’s mind. 
The hospital administrator should 
either prohibit this type of photog- 
raphy or countenance it only with 
the following provisions: 

1. Legal consent to photograph 
should be obtained whenever a 
patient’s face is exposed. 

2. A copy of the photograph 
should be included in the patient’s 
record. 

3. The identity of the patient 
should not be divulged outside of 
the hospital. 

Permission is not required for 
photographing surgical or post- 
mortem specimens although here, 
too, the identity of the patient must, 


of necessity, be kept in the strictest, 


confidence.* 

Whenever a photograph is to be 
taken that involves unclothing the 
patient, the consent of the patient 
should be obtained in writing and 
witnessed. If the person to be photo- 
graphed is an unclothed female, it 
should be an inviolable rule that a 
nurse be present who can testify for 
the photographer in the event that 
accusations later be made against 


him; however, this is unnecessary 
if the patient does not have to un- 
dress or if the photographer is a 
woman. The finished picture should 
be put into an envelope which can 
be bound into the record. 

It is good policy, when a photo- 
graph is made, to have the patient 
sign a consent which authorizes the 
attending physician or the hospital 
to publish the picture in scientific 
articles, provided the patient’s name 
is not used in connection therewith. 
As an added precaution, the face 
should be rendered unrecognizable. 
This is accomplished by giving the 


‘patient dark glasses. They conceal 


his identity and also give good pro- 
tection against the strong lights 
used in photography. If pictures 
are made of lesions that are so 
located that glasses cannot be worn, 
the picture should show only a 
portion of the face.® 

The unauthorized or improper 
use of photographs may give rise to 
legal complications. Action was 
brought by a. patient against the 
Medical Society of the State of New 
York, as publisher of a professional 
journal, and several physicians who 
had attended and treated the pa- 
tient. The complaint alleged that 
these physicians took certain photo- 
graphs of the patient at the com- 
mencement of the treatment and 
again at the completion. Four “be- 
fore and after” pictures were pub- 
lished “‘as part of an article written 
and prepared by and bearing the 
by-line of said defendant doctors 
and bearing the title “The Saddle 
Nose’.”” It was further alleged that 
this was knowingly done without 
the patient’s written or other con- 
sent and that the use and publica- 
tion of the pictures were “for adver- 
tising purposes or purposes of 
trade:” .« 

An article, said the court, even in 
a scientific publication, may be 
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nothing more than someone’s ad- 
vertisement in disguise. These are 
advertisements not directly paid for 
or not paid for at all. “That the 
article in hand, with its accompany- 
ing photographs of plaintiff, was 
published by the moving defendants 
to advertise the defendant physi- 
cians and their handiwork is a fair 
inference to be drawn.” It was held 
to be a question of fact for the 
jury as to whether the photographs 
were used solely for illustrative or 
scientific purposes or for advertising 
or trade purposes, the latter in vio- 
lation of the Civil Rights Law.’ 


In another case, the right both of 
husband and wife to sue a physician 
was upheld; without authority he 
took photographs of the wife while 
she was being treated by him. The 
physician was restrained from print- 
ing or publishing the pictures. Since 
the husband had contracted with 
the physician for the wife’s treat- 
ment and was liable for the cost, 
he was entitled to sue on the ground 
of breach of an implied contract of 
trust or confidence.® 


Written Consent Required 


In the opinion of the attorney 
general of New York, under the 
statute of that state, the state de- 
partment of health would not be 
permitted to use photographs of 
patients afflicted with cancer for 
public display at a state fair, in- 
tended for educational purposes, 
without the written consent of the 
patient and without altering the 
pictures so as to make them uniden- 
tifiable.® 


The exhibition in motion picture 
theatres of a picture showing the 
performance of a caesarean section 
operation upon a patient, as part of 
a picture named “Birth,” was said 
to be clearly “for the purpose of 
trade” and in violation of the 
privacy statute. Oral consent had 
been given by the patient that a 
moving picture might be taken of 
the operation, to be exhibited to 
medical societies and in the interest 
of medical science. The picture was 
taken by a male operator. There- 
after, the physician and the oper- 
ator exhibited the picture publicly 
in two of the leading moving pic- 
ture houses in New York. 


The picture, as presented on the 
screen, constituted a violation of 
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the statute and the testimony of eye 
witnesses, who had seen the repre- 
sentation, was competent evidence 
of the presentation itself and of the 
fact of publication.'® 


Photographs of monstrosities or 
dead bodies may not be taken and 
used for scientific or commercial 
purposes without the consent of the 
next of kin, unless the identity of 
the body is beyond recognition. 


In a Georgia case, a male child 
was born in a private home with its 
heart outside of the body. The child 
was carried by the family physician 
to a hospital to be operated upon; 
the operation was unsuccessful and 
the child died. Neither parent was 
present at the hospital at the time 
of the operation. 


The hospital allowed a news 
photographer to take a picture of 
the nude child and gave a news- 
paper the extrinsic facts in the case 
without the consent or knowledge 
of the parents. The parents brought 
an action against the hospital, the 
photographer and the newspaper, 
alleging these acts to have been 
done in violation of the confidence 
and trust reposed in the hospital 
and that the hospital wantonly and 
maliciously exposed the case to the 
public through the photographer 
and the newspaper, which was a 
trespass upon the parents’ right of 
privacy. An order was granted re- 
straining the newspaper from fur- 
ther publicizing or selling the pic- 
ture or the details of the case. The 
court pointed out that the com- 
plaint stated a good cause of action 
for damages against all three de- 
fendants." 


When permission is given for 
taking a photograph, the subject 
person has the right to restrict its 
use, to determine the number of 
photographs to be taken and to 
prescribe any other limitation which 
can be made part of the agreement. 

In Kentucky, twin boy children 
were born joined together from 
their shoulders down to the end of 
their bodies. ‘They had one set of 
bowels and one breast bone or ster- 
num, but were otherwise twins and 
not one baby. Shortly after they 
died the father employed a photog- 
rapher to make 12 photographs of 
the nude corpse. The photographer 
delivered 12 pictures to the father, 
but contrary to his agreement to 











make no more than a dozen pic- 
tures, made additional prints and 
filed one in the copyright office o! 
the United States and had a copy 
right issued to him. When the 
photographer was sued for damage: 
for invasion of the right of privacy 
the court held that the photog 
rapher had no right to make th: 
additional prints. There is, by im 
plication, an agreement that th 
prints taken from the negative arc 
to be appropriated to the use of th 
customer only. The corpse was in 
the custody of the parents; the 
photographer had no authority to 
make the photographs except by 
their authority and when he ex- 
ceeded his authority, he invaded 
their right of privacy.'? 

Recovery was allowed a Colo- 
rado widow against an undertake: 
for humiliation and mental suffer- 
ing, on the ground of breach ol 
contract, after he had inserted in 
two newspapers an advertisement 
of his business, accompanied by a 
photograph showing the body of 
the husband being. removed from 
an airplane to a hearse.'* 


Propriety Is Debatable 


Opinions differ as to the pro- 
priety or good taste of permitting a 
patient to be photographed in the 
hospital, even though the patient 
does not object. Press representa- 
tives sometimes wish to photograph 
a patient who is of news interest. 
When newspapers request the privi- 
lege of photographing a patient in 
the hospital such permission should 
be given only if, in the opinion of 
the attending doctor, the patient’s 
condition will not be jeopardized, 
and if the patient (or in the case of 
a minor, the parent or guardian) is 
willing to have a_ photograph 
taken."4 


A certain well known weekly 
news magazine published a depart- 
ment called Medicine, to give its 
readers medical news. In one of its 
issues it published an article re- 
porting that a Mrs. Dorothy Barber 
of Kansas City “grabbed a candy 
bar, packed up some clothes and 
walked to General Hospital.” She 
stated that she wanted to stay there 
and eat all the time. Dr. R. K. Simp- 
son immediately packed her off to a 
ward, ordered a big meal from the 
hospital kitchen while he ques- 
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tioned her. The report went on to 
say that he found that, although 
she had eaten enough in the past 
year to feed a family of 10, she- had 
lost 25 pounds. After a preliminary 
examination, Dr. Simpson thought 
that Mrs. Barber’s pancreas might 
be functioning abnormally, that it 
might be burning up too much 
sugar in her blood and somehow 
causing an excessive flow of diges- 
tive juices, which sharpened her 
appetite. 

The picture published with the 
article showed Mrs. Barber in bed 
in a long-sleeved hospital gown. 
It was a close-up picture showing 
only her face, head and arms, with 
the bed-clothes over her chest. Un- 
derneath the picture this subtitle 
was printed: “Insatiable-Eater Bar- 
ber—She Eats for Ten.” 


Mrs. Barber not only had not 
consented to the publication of any 
article or picture about her illness, 
but had protested against any pub- 
licity to the reporters who inter- 
viewed her; her picture was taken 
by one while the other was trying 
to persuade her to consent to such 
publicity. 


Verdict for Plaintiff 


Mrs. Barber thereafter brought 
suit against the news magazine and 
a jury returned a verdict in her 
favor of $1,500 actual and $1,500 
punitive damages. 


In a well-reasoned opinion, the 
court said that if there is any right 
of privacy at all, it should include 
the right to obtain medical treat- 
ment at home or in a hospital for 
an individual personal condition 
(at least if it is not contagious or 
dangerous to others) without per- 
sonal publicity. It was not necessary 
to state the patient’s name in order 
to give medical information to the 
public as to the symptoms, nature, 
causes or results of her ailment. The 
representative of defendant’s medi- 
cal department testified she knew 
that “in medical books, case _his- 
tories of people do not even men- 
tion the names or addresses but 
simply refer to them by letters or 
symbols”; that “so that as far as 
interest from a medical standpoint 
is concerned, it wasn’t necessary to 
have her picture or her name and 
address at all”; but that “an attrac- 


tive picture of a young lady will 
attract reader’s interest.” 

The same thing was true of the 
title “Starving Glutton” which the 
news magazine originated. Certainly 
the patient’s picture conveyed no 
medical information. While plain- 
tiff’s ailment may have been a mat- 
ter of some public interest because 
unusual, the identity of the person 
who suffered this ailment was not. 
‘‘Whatever the limits of the right of 
privacy may be, it seems clear that 
it must include the right to have 
information given to or gained by a 
physician in the treatment of an in- 
dividual’s personal ailment kept 
from publication which would state 
his name in connection therewith 
without such persons’s consent.”® 


The wife of a railroad man in 
Tulsa was treated by various medi- 
cal doctors in Oklahoma for dis- 
eases varying from arthritis to rheu- 
matism with no curative results. She 
finally consulted the local osteo- 
path, who x-rayed her and, to his 
astonishment, found a pair of hemo- 
stats in her pelvic region. ‘The oste- 
opath, with some competitive feel- 
ing toward medical doctors, called 
in a Tulsa newspaper reporter, who 
asked the woman to pose in the 
doctor’s office for various pictures, 
which she did. These pictures in- 
cluded one showing her holding the 
hemostats, which were removed in 
an operation by the osteopath. The 
pictures, together with a reproduc- 
tion of the x-ray photograph and 
the strange story of the woman, 
were published in the local news- 
paper, sold to a national press asso- 
ciation and to a feature syndicate 
in New York. 


The story and the photographs 
were published in an osteopathic 
journal printed in New York and 
circulated generally throughout the 
country, also in a national picture 
magazine and in the magazine sec- 
tion of a New York newspaper. 
Publication in the picture magazine 
consisted of an article explaining 
the medical use of the x-ray. 


The newspaper article purchased 
by the New York paper from the 
feature syndicate appeared in the 
magazine section of the paper as 
part of a story dealing with the find- 
ing of foreign objects by the use 
of the x-ray. In the osteopathic 
journal, publication was of an arti- 











cle showing the value of the use 
of x-ray by osteopaths. Suit was 
brought by the woman against th 
feature syndicate, osteopathic jou 
nal, newspaper and picture maga 
zine. 

The court refused to dismiss the 
complaint as insufficient and like 
wise declined to dismiss that pari 
of the complaint which sought re- 
covery under the laws of states othe: 
than New York, reserving that 
question until the trial. The court 
laid down the rule, however, that 
the plaintiff in a right of privacy 
action must recover under. the law 
of the state of first publication—that 
is, the law of the state where “the 
seal of privacy was first broken.’’'® 


Rule on Oral Consent 


Under the laws of all states which 
recognize a common law doctrine 
of right of privacy, oral consent is 
a complete defense. In New York, 
on the other hand, the statute re- 
quires written consent to be a com- 
plete defense, but oral consent is 
good as a partial defense in mitiga- 
tion of damages. Estoppel by con- 
duct is also a complete defense to 
a common law right of action for 
violation of privacy, as in the case 
of the x-ray where the woman posed 
for pictures and gave out the story 
which was later published. Her 
posing and oral consent to the pub- 
lication of her life story would be 
a complete bar under the law of 
Oklahoma or that of any state with 
common law right of privacy, where- 
as under the New York statute such 
facts could only be proved in miti- 
gation." 

The rules with respect to news 
publications are as follows: 

1. Recovery may be had under 
the statute if the photograph is 
published in or as part of an ad- 
vertisement or for advertising pur- 
poses. 

2. The statute is violated if the 
photograph is used in connection 
with an article of fiction in any part 
of the newspaper. 

3. There may be no recovery 
under the statute for publication of 
a photograph in connection with an 
article of current news or immedi- 
ate public interest.'* 

Insurance representatives in the 
course of their work visit hospitals 
to interview patients and sometimes 
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to obtain statements from them as 
to the cause of the accident or their 
injuries. In New York it is unlaw- 
ful for such persons to enter a hos- 
pital for the purpose of negotiating 
a settlement or obtaining a general 
release or statement—written or oral 
—from a person confined in a hospi- 
tal or sanitarium for personal in- 
juries, until 15 days have elapsed 
since the accident. Thus, the patient 
is assured of unmolested recovery 
to a time when he can understand 
the nature of his acts and the im- 
portance of a statement or release.'® 
The investigation of the insur- 
ance representative may not extend 
to matters of a purely private na- 
ture, nor which pry into the inti- 
mate details of the patient’s life. 


While in a hospital allegedly re- 
covering from injuries caused by 
drinking a bottled beverage, a pa- 
tient informed the insurance com- 
pany that it could make any investi- 
gation to convince itself of the 
fairness of her claim. Suspecting 
that she was asserting a false claim, 
the investigator installed a listening 
device in her hospital room connect- 
ed to a set of earphones in a room 
above hers and listened secretly to 
numerous intimate and private con- 
versations between the patient and 
her husband, nurses-and friends. 


Her right of privacy was held to 
have been invaded, despite the fact 
that she had consented to an investi- 
gation.”° 

If the physician permits a lay 
person to assist him in the treat- 
ment of the patient or otherwise 
allows an unprofessional untrained 
layman to intrude upon the pa- 
tient’s privacy during the course of 
treatment, he may subject himself 
to an action for damages. 

An unprofessional unmarried 
young man accompanied a _ physi- 
cian who had gone to attend a con- 
finement case. The patient and her 
husband supposed at the time that 
the young man was a medical man 
and therefore submitted without 
objection to his presence. There 
was no emergency; the physician 
later told the husband he had 
brought his friend to help carry his 
equipment. Both were sued. 

The court held that the patient 
and her husband had a right to 
presume that the outsider was a 
medical associate and that in ob- 
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taining admission without disclos- 
ing his true character, the physician 
and his friend were guilty of deceit. 
“To the plaintiff the occasion was a 
most sacred one and no one had a 
right to intrude unless invited or 
because of some real and pressing 
necessity which it is not pretended 
existed in this case. The plaintiff 
had a legal right to the privacy of 
her apartment at such a time, and 
the law secures to her this right by 
requiring others to observe it, and 
to abstain from its violation.”?! 

Proof was produced by a patient 
that her body was exposed to the 
visit and examination of a layman 
and to an operation performed 
upon her by such layman, all with- 
out knowledge on her part that he 
was a layman rather than a physi- 
cian. The physician to whom she 
had gone for treatment of a vaginal 
discharge allowed the untrained 
layman to cauterize a small growth 
in her cervix. 

The physician was held liable on 
the theory of negligence in permit- 
ting a lay person to perform the 
operation. If the action had been 


brought for deceit, rather than for 


negligence in treatment, the patient 
could have also established the 
right to recover damages for her 


‘humiliation and suffering due to 


the improper exposure of her body 
to a layman.?? 


CONCLUSION 
The right of privacy exists by 
statute, the common law, or by cus- 
tom; in some states such a right is 
not recognized at all. To waive the 
right of privacy, consent should be 
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in writing either by the patient o 
one validly acting in his behalf. Th: 
unauthorized use of photographs o 
identifiable information concernin: 
patients may be the basis of an a 
tion for damages or an injunctio: 
to restrain such use, unless the pic 
ture or article is of ordinary news 
interest and was not obtained as «i 
result of any intrusion on the pa 
tient. Publication for scientific pur- 
poses of pictures or articles is pei 
missible if the patient cannot be 
identified. In case consent is secure«| 
for newspaper publicity of a hospi- 
talized patient, approval of the at- 
tending physician should be sought. 
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“W E shudder to observe how 
the ideals and standards of 
civilization suffered deterioration 
and oftimes destruction as this most 
awful of wars flamed on. However, 
we can find great consolation in 
one area in which man’s humanity 
to man remained unshaken. Only 
here a lustre shed on mankind; 
here man did not descend to the 
level of the beast toward which 
total war was dragging him. 
“Despite diabolical provocation, 
the victorious nations spared noth- 
ing to provide medical care for all, 
both friend and foe, who paid the 
human cost of conflict with their 
wounded bodies and their injured 
minds. The example and precept of 


the Good Samaritan stood firm 
against the human hates and vio- 
lences and excesses of warring men. 


“Hospitals, doctors, nurses, corps- 
men, aides—what a saga they wrote 
in mercy’s name! How often were 
the values of Christianity and civili- 
zation vindicated by their deep 
courage and selfless devotion to 
their fellowmen! 

“Christ brought mercy and com 
passion to the world; the world can 
be grateful that these divine quali- 
ties were strong enough to perdure 
through the cataclysm of World 
War II.”—From the 1945 report o/ 
the Catholic Charities of the arcl- 
diocese of New York. 
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Blue Cross News 


Three Government Units Back 
COVERAGE BY PLAN 


Rowen ENTS of the Province 
of Nova Scotia, the Territory of 
Puerto Rico and the City of Detroit 
have recently approved legislation 
providing for payment of all or part 
of Blue Cross membership for their 
employees. 

Nova Scotia and Puerto Rico 
were the first major governmental 
units in North America to take 
such action, while Detroit claims 
the distinction of being the first 
large municipality in the United 
States to contribute toward Blue 
Cross protection for its employees. 

F. R. Davis, M.D., minister of 
health for Nova Scotia, announced 
on April 18 that the province 
would pay full cost of membership 
for all provincial employees and 
dependents in Maritime Hospital 
Service Association, Moncton, N. B. 
Some employees were previously en- 
rolled on a contributory. basis. 

The first state or province to rec- 
ognize the responsibility of govern- 
ment for the health of its own em- 
ployees, Nova Scotia’s action “is an 
indication of its faith in the ability 
of the voluntary system to serve the 
health needs of the people,” accord- 
ing to Ruth Cook Wilson, execu- 
tive director of the Maritime plan. 

Exactly 10 days after the Nova 
Scotia action, Gov. Rexford G. 
Tugwell of Puerto Rico signed leg- 
islation providing for territorial as- 
sumption of half the cost of med- 
ical and hospital care through La 
Cruz Azul, the Puerto Rican Blue 
Cross, for all employees of the ter- 
ritory except members of the 
Teachers Association, who receive 
coverage through their own _pro- 
gram. A fund of $200,000 was es- 
‘ablished for the purpose, and will 
ve available go days after passage 
of the act. 

The Puerto Rican Act provides 
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for payroll deduction to cover costs 
of family membership for those ter- 
ritorial employees who wish it. In 
Nova Scotia, dependents of male 
employees will be covered at the ex- 
pense of the province. Families of 
married female employees, who are 
not classified as “dependents,” may 
be covered by the employee through 
a separate contributory group to be 
set up. 

Surgical care through Michigan 
Medical Service, Blue Cross-affiliat- 
ed medical prepayment program, 
was also included in the program 
approved by the Detroit City Coun- 
cil. The action provides for city 
payment of half the cost of Blue 
Cross for approximately 14,000 city 
employees. Authorization to share 
financially in the hospital care pro- 
gram was given the council at an 
election held in Detroit last No- 
vember, when voters passed an 
amendment providing a hospitali- 
zation plan for city employees. 

Fifteen insurance companies also 
submitted proposals to the Detroit 
City Council, and the Blue Cross 
program was selected after consid- 
eration by a special committee ap- 
nointed by the Council. 


House, Senate Groups 
Hear Blue Cross Worth 

Testimony regarding the role of 
Blue Cross in the nation’s volun- 
tary health picture was given by 
representatives of the Hospital Ser- 
vice Plan Commission before both 
the House Committee on Aid to the 
Physically Handicapped and the 
Senate Labor Committee during 
the month of April. 

Commission Director C. Rufus 
Rorem and Commission Chairman 
John R. Mannix presented a four- 
point health program at the Senate 


committee hearing on the Wagner- 
Murray-Dingell bill, declaring that 
the ever-increasing response to Blue 
Cross was a demonstration of its 
ability to solve the average citizen’s 
sickness problems, and urging care- 
ful consideration of Blue Cross ex- 
perience before making final recom- 
mendations for health legislation 
to Congress. The program: 

1. Complete tax supported med- 
ical care and hospitalization for 
public assistance beneficiaries or in- 
digent members of the population. 

2. Government aid in construc- 
tion of hospital and clinic facilities 
in areas requiring them because of 
generally low income, sparse pop- 
ulation, or composition of the pop- 
ulation. 

3. Grants-in-aid to state-approv- 
ed voluntary health programs which 
are also supported by regular con- 
tributions from beneficiaries. 

4. Permissive payroll deduction 
for federal employees for participa- 
tion in voluntary prepayment 
health service programs (approx- 
imately 300,000 federal employees 
are Blue Cross members). 

The specific accomplishments of 
Blue Cross among America’s rural 
population were the basis of Dr. 
Rorem’s testimony on April 4 be- 
fore the House Subcommittee on 
Aid to the Physically Handicapped. 
In discussing the problem of bring- 
ing adequate hospital and medical 
care to the farm family, Dr. Rorem 
cited both the “widespread short- 
age of facilities for rendering such 
care and the tendency of farm fam- 
ilies to consider themselves among 
the healthiest segment of the pop- 
ulation.” 

The fact that rejections of farm 
youths for military service in the 
second World War ran up to 50 per 
cent greater than the number of re- 
jections of city-bred young men 
blasts the latter theory, Dr. Rorem 
pointed out. He also said that in- 
creasing recognition of this fact has 
led to greater demands for the im- 
provement of rural health facilities. 

Dr. Rorem explained that plans 
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in 30 states are known to be mak- 
ing protection available to at least 
1,000,000 rural residents through 
the Farm Bureau Federation, the 
national and local Grange, the 
Farmers Union, the Farm Security 
Administration, local-co-operatives, 
and other miscellaneous farm or- 
ganizations. 


Quarter Enrollment 
Shows Great Gain 


Unprecedented quarterly in- 
creases in enrollment were experi- 
enced both by Blue Cross plans and 
their affiliated medical-surgical pre- 
payment plans during the first 
quarter of 1946. 

Membership gains in Blue Cross 
plans for the first three months of 
1946 were 1,370,053, to make a total 
of 21,359,258 persons Blue Cross 
protected on April 1. Gains for the 
quarter exceeded by 20 per cent the 
previous all-time high, established 
during the first quarter of 1945. 

The average first quarter growth 
for all plans was 15,810 new mem- 
bers. Twenty-one plans, led by Mas- 
sachusetts with a net increase of 
204,542, and New York City with a 
gain of 149,356 new members, ex- 
ceeded this average. 

The Wisconsin plan reported the 
greatest increase—28,883 new mem- 
bers—among the plans in the 200,- 
000 to 500,000 enrollment classifi- 
cation. In the 100,000 to 200,000 
bracket, Los Angeles led the way 
with a gain of 40,398. By adding 
14,701 participants, Utah Blue Cross 
had the greatest increase for plans 
with less than 100,000 participants. 

As of April 1, 15.8 per cent of 
the people in the United States had 
Blue Cross membership, while in 
Canada five plans covered 10.59 per 
cent of the population. — 

The record-breaking quarterly 
gain of 346,582 in medical-surgical 
plan enrollment brought member- 
ship on April 1 to 2,642,051. 

The April 1 listing of such organ- 
izations included 35, plans, with the 
official launching of three doctor 
bill prepayment programs since the 
first of the year. These are Kansas 
Physicians Service, Topeka; Ohio 
Medical Indemnity, Columbus; and 
Surgical Care, Milwaukee. 

The gain during the first three 
months of 1946 was 104 per cent 
greater than for the corresponding 
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Government Executives Sponsoring Blue Cross 


SHOWN HERE are the executive 
heads of the first large governmental 
units to pass legislation providing for 
contributions toward the cost of Blue 





Cross for their employees. They are 
Rexford G. Tugwell, governor of 
Puerto Rico, and Angus L. Mcdonald, 
premier of Nova Scotia. 





period last year. Growth in the 12- 
month period ending April 1 ex- 
ceeded a million members. 


Released from Service, 


Takes Over Old Duties 


Upon his return from service, 
Robert Parnall took over the duties 
of general manager of the Connec- 
ticut Blue Cross plan, a position he 
held prior to entering the army 
four years ago. William Robson, 
who served as acting general man- 
ager from the time of his release 
from the Army in October, 1945, 
until Mr. Parnall’s return, has been 
appointed assistant general man- 
ager, his function before the war. 


Develop Program for 
Veterans, Families 


A total of 46 Blue Cross plans in 
27 states began a coordinated pro- 
gram for the enrollment of World 
War II veterans and their families 
on May 10. During a one-month 
period, participating plans agreed 
to waive normal group require- 
ments and to accept individual ap- 
plications from veterans through 
newspapers in the plan’s area. 

The nationwide program devel- 
oped from a campaign conducted 
by the Cleveland Press and the 
Cleveland Blue Cross plan in April, 


during which 12,000 veterans and 
members of their families were en- 
rolled. The Cleveland campaign 
was backed by Mayor Burke and 
other civic leaders. 

Blue Cross plans participating 
with the cooperation of local news- 
papers represent more than 10,000,- 
ooo Blue Cross members. Other 
plans are expected to join the pro- 
gram after it gets under way. Cana- 
dian plans are unable to participate 
in the program at the present time. 


Four More States 
Look to Blue Cross 


Applications for Blue Cross ap- 
proval have been received from 
non-profit plans in Idaho and Wyo- 
ming. A board of directors has been 
appointed for a proposed statewide 
plan in South Carolina. Interest is 
crystallizing in Arkansas. Approval 
of those four plans would leave 
only Mississippi without Blue Cross 
coverage. 


Returned Director 
Resumes Position 


Thomas G. Graham has returned 
from service to resume the position 
of executive director of Associated 
Hospitals of Danville (IIl.), which 
he held prior to the war. 
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Subcomnuttee Votes [ts Approval 


Or SENATE BILL 


— delayed executive ses- 
sions, the Public Health Sub- 
committee of the House Committee 
on Interstate and Foreign Com- 
merce by a three to two vote on 
May 16 reported S. 191, the Hos- 
pital Survey and Construction Act, 
favorably to the full committee. 

Four amendments were recom- 
mended by the subcommittee: 

1. To delete the entire section which 
calls for court review in the case of a proj- 
ect recommended by the state agency but 
rejected by the surgeon general, and in 
the case of a state or project, the funds 
of which are cut off by the surgeon gen- 
eial for alleged mishandling. 

2. To change the composition of the 
Federal Hospital Council to include eight 
members, four of which shall be technical 
members, including three hospital admin- 
istrators, and four public members. The 
Association’s original recommendation had 
called for a council composed entirely of 
persons outstanding in fields pertaining 
to hospital and health activities, a major- 
ity of whom should be authorities in hos- 
pital operation. 

3. To change the date by which states 
must enact legislation on standards of 
maintenance and operation from July 1, 
1947, to July 1, 1948. 

4. To permit the surgeon general to 
employ additional personnel of various 
grades in order to carry out the provi- 
sions of the bill. (This amendment was 
requested by Surgeon General Thomas 
Parran in testifying before the subcom- 
mittee.) 

Further action must now be taken 
by the full committee on Interstate 
and Foreign Commerce before the 
act can be reported out to the 
House. No date for this action has 
been scheduled, since the commit- 
tee is now conducting hearings on 
the Railroad Retirement Act. 


Sugar Allotment Is 

Raised 10 Per Cent 
Increases of 10 per cent in reg- 

ular institutional allotments of 

sugar for meal service and refresh- 
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ments is provided in an amendment 
to the Revised General Ration 
Order No. 5, which was announced 
effective May 1. The increase is for 
the May-June and subsequent allot- 
ment periods. There will, however, 
be no increase in supplemental 
allotments controlled under Sec- 
tion 11.6 for canning sugar. 

The increase is made possible by 
the Department of Agriculture’s in- 
creased civilian sugar allocation of 
1,385,000 tons for the second quar- 
ter of 1946. 

Two reductions have been made 
since the sugar rationing program 
was imposed. On December 30, 
1944, the refreshment allotment 
was decreased 10 per cent and meal 
service allotments 10 to 15 per cent. 
May 1, 1945, a further drastic cut 
of 25 per cent was made, with an 
additional cut of five per cent for 
those not doing their own institu- 
tional baking. 

Based on the April 23 report of 
the Combined Food Board on Sugar 
Supply, OPA expects the same fam- 
ily consumer ration of five pounds 
of sugar for each four months can 
be maintained. 


Emergency Coal Pile 
For Hospital Use 

Orders assuring hospitals emer- 
gency supplies of coal and gas dur- 
ing the period of unsettled labor 
conditions have been issued by the 
Solid Fuels Administration for War 
and the Civilian Production Ad- 
ministration. 

As reported by Washington Serv- 
ice Bureau Bulletin No. 68, hos- 


pitals and other essential commu- 
nity services were given preference 
on 2,700 carloads of soft coal which 
were frozen at the mine by the 
SFAW at the beginning of the coal 
strike. All coal held on track on 
May 7, or not previously authorized 
to be shipped, and coal mined dur- 
ing the truce was reserved for essen- 
tial use. 

Hospitals were advised to certify 
in writing to their regular suppliers 
if less than a 10-day supply ex- 
isted, under which conditions mini- 
mum requirements would be met. 
Later directives permitted a 20-day 
supply. 

Following closely the action to 
extend coal supplies, the CPA or- 
dered manufactured and mixed gas 
‘utilities to begin curtailment in the 
use of gas when their coal stocks 
fall below a three-week supply. 

In order to protect essential users, 
the order directs gas curtailment in 
three steps: 

1. Service shall be cut off first to in- 
dustrial consumers whose contracts pro- 
vide for interruption in service. 

2. Deliveries shall next be curtailed, on 
a proportionate basis, to commercial and 
industrial users other than those provid- 
ing “essential services.” 

3. Finally, deliveries would have to be 
curtailed for the defined essential class 
users, including hospitals. As directed, 
hospitals, along with fire and police sta- 
tions and prisons, would be the last to be 
shut off from supplies. 


Cut Off Amusement 
Proceeds Gifts 


Hospitals and other charitable 
institutions may no longer accept 
gate receipts of race tracks, ball 
parks and _ other _ profit-making 
amusement centers, the Treasury 
Department has ruled recently. 

The practice was a wartime re- 
laxation of rules to increase charit- 
able contributions and war bond 
sales. Resumption of strict adher- 
ence to existing regulations was an- 
nounced to amusement centers in 
December. 

It has been affirmed, however, 
that amusement center owners may 
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still make direct contributions to 
charitable purposes out of their 
earnings, the value of which, up to 
15 per cent of their income, may be 
deducted from their income tax 
returns. 


Employment Service 


For Corps Veterans 

Cost-free employer-employee serv- 
ice has been announced by the Na- 
tional Association of Veterans of 
the Hospital Corps. That associa- 
tion lists as its members men who 
served in the hospital corps of the 
Army, Navy and Coast Guard dur- 
ing World War II. 

Former WAVE Ruth Kirkland, 
national secretary of the group with 
headquarters at 1705 M_ Street, 
N.W., Washington 6, D. C., reports 
that since the service was begun re- 
cently about 75 men have been 
placed as technical specialists, in- 
cluding 17 men employed by the 
U. S. Department of Agriculture to 
assist in examining prospective 
laborers in Mexico, the West 
Indies, and Central America. 
There are about 50 specialists now 
available. 

Hospital Administrators are asked 
to send requests for technicians to 
the national secretary. At least 46 
recorded subprofessional medical 
technical specialties were repre- 
sented in the wartime hospital 
corps personnel. 

N.A.V.H.C. is setting up local 
chapters in several states. Illinois, 
Ohio and Connecticut have been 
organized. These local groups even- 
tually will handle applications for 
employment. 


EMIC Provides for 
1,187,971 Cases 


A total of 1,187,971 maternity 
and infant cases have been author- 
ized under the emergency mater- 
nity and infant-care program from 
the time of approval of state plans 
through March 31, a preliminary 
Statistical report reveals. The re- 
port was prepared by the Division 
of Statistical Research, Children’s 
Bureau, U. S. Department of Labor. 

During March 32,568 cases were 
authorized. The complete summary 
follows: 


Maternity Infant 
Cases Cases 

Incomplete on 
March 1, 19461........ 225,290 58,797 


Aurthorized 

during March3 ............ 26,508 6,060 
Completed 

during March ............ 29,457 5,072 
Closed without 

payment, Marché ........ 1,168 221 
Incomplete on ; 

DIAPER E ono neste. 221,173 59,564 
Estimated author- 

izations, April .............. 28,174 6,706 
Total Authorized since 

origin of program........ 1,039,733 148,238 
Total Completed since 

origin of program........ 792,871 82,255 
Total Closed 

without payment ........ 28,917 4,048 


1. Includes servicemen’s wives and 
infants for whom care has_ been 
authorized but whose cases have not 
been completed. 

2. Initial application for care has 
been approved. Subsequent pregnancy 
counted as new case; subsequent ill- 
nesses of an infant are not counted as 
new case, as an infant is counted as 
one case until he is 1 year of age. 
Report includes reopened cases of 
women and infants transferring from 
state to state. 

3. All services authorized have been 
paid for. 

4. No care or expenditures involved 
because individuals have moved, died, 
withdrawn applications, or for some 
other reason have failed to receive the 
eare authorized. 


Ask Hospitals’ Aid 
In Saving Food 


Hospitals can play an important 
role in conserving food as part of 
the emergency famine relief pro- 
gram, Walter F. Straub, Depart- 
ment of Agriculture director of the 
emergency food program, points 
out. He asks hospital administra- 
tors to “bring to the attention of 
the staff and the patients the need 
for and the importance of practic- 
ing food conservation and cutting 
food waste.” 

“Tt is estimated that about 6,- 
000,000 meals are served daily to 
hospital patients and staff,” he said. 
“We know that individual self- 
denial in many instances is limited 
by medical implications. Important 
savings can be realized, however, 
through proper care in purchasing, 
storage and food preparation, par- 
ticularly in the prevention of food 
waste.” 

In addition to the general appeal 
to all Americans to conserve criti- 
cally needed foods, the government 
has taken further action to speed 
up and increase shipments of food 
to famine areas. These actions 
include: 

1. Increasing the amount of flour ex- 
tracted from wheat from 72 to 80 per cent. 

2. Limiting food manufacturers’ output 
of wheat foods to 75 per cent of the quan- 


tity of wheat used in corresponding 
months last year. 





3. Prohibiting the use of wheat and 
limiting the use of other grains for bee 
and alcohol. 

4, Cutting amount of wheat for live- 
stock feed. 

5. Offering farmers a go cent per bushel 
bonus for wheat delivered under the cer- 
tificate purchase plan to May 25 and in- 
creasing the grain ceiling prices. 

6. Purchasing 50,000,000 bushels of corn, 
a substantial part of which is expected to 
be shipped to famine areas. 


Federal Works 


Administration 

A special appropriation of $50,- 
000,000 is being asked of Congress 
by the Federal Works Administra- 
tion for advances for public works 
planning under the Bureau ol 
Community Facilities. Allotments 
to date total $30,000,000. 

First appropriation for this pur- 
pose of $17,500,000 was made by 
Congress in May, 1945, and a fur- 
ther appropriation of $12,500,000 
in December in the First Deficiency 
Appropriation Act for 1946. 

Of the total allotments $29,100,- 
ooo was for planning advances and 
$go0,000 for administration. 

This program, ,authorized by 
Title V of the War Mobilization 
and Reconversion Act of 1944, con- 
sists of advances of Federal funds 
to state and local public agencies 
to assist them in making plan pre- 
parations for their public works ex- 
clusive of housing. 

The funds are made available 
through the Bureau of Community 
Facilities, FWA, of which George 
H. Field is commissioner, and are 
to be repaid, when construction is 
begun. When these non-interest- 
bearing advances are repaid, the 
monies are turned back to the 
treasury. 

Before advances are approved, 
the bureau receives assurances from 
the applicants that they have the 
resources with which to finance the 
construction of the projects and 
that they intend to undertake con- 
struction within four years. 

Figures provided by FWA for the 
total program from its inception to 
March 31, 1946, show hospital plan- 
ning as representing 5 per cent ol 





the total proposed construction 
budget and 314 per cent of the ap- 
plications. 


To date one hospital project has 
been completed at an_ estimated 
cost of $100,000. The approved ad 
vance was $2,770. 
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Medical Review 








Lessening Confusion Over 


INSULIN SYRINGES 


ONFUSION IS CAUSED by the mul- 
C tiplicity of insulin syringes 
with dual calibrations and the use 
of four different strengths of in- 
sulin now available on the market. 
As a result many diabetic patients 
overdose themselves to the point of 
hypoinsulin reaction. Others have 
been taking a dose greatly below 
their therapeutic needs. This ap- 
pears to be the conclusion reached 
by Collens, Boas and Zilinsky.* 

They recommend that only 
strength U 40 and U 80 be commer- 
cially available. They also recom- 
mend a reduction of the number 
of syringes so that only two types 
are available to the patient—one 
with a single graduated scale for 40 
unit dosage and one with a single 
scale graduated for 80 units dosage. 
They further recommend that to 
emphasize further the separate 
identity of these syringes, the gradu- 
ations and lettering of the U 40 
syringe should be etched in red to 
conform with the red label and cap 
of the U 4o insulin vial, and the 
U 80 syringe should be etched in 
green to conform with the label 
and cap of U 80 insulin vials. 

To insure further against the 
possibility of error, the printed 
matter on both the syringe and the 
cardboard container in which it is 
sold should read, ‘This syringe is 
to be used for U 4o insulin only” 
and “This syringe is to be used for 
U 80 insulin only,” respectively. 
The U 40 syringe would then be 
available in 1-cc sizes only, and the 
U 80 in 1-cc and 2-cc sizes. At pres- 
ent there are eight syringes com- 
monly used by patients for the ad- 
ministration of insulin. 


The authors give a number of 
examples of misuse with the pres- 
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ent system of multiplicity of in- 
sulins and syringes. For example, 
patients frequently use a _ U 40 
strength insulin but read their dose 
on a Ugo scale. The syringes are 
calibrated for U4go and U 20 
strength. A diabetic graduate nurse 
took U 80 protomine insulin up to 
the “35,” mark on the 4o-unit scale 
of a U 20-40 syringe. Instead of 
taking 35 units as she thought, she 
was in reality taking 70 units. 


It is, of course, very important 
that the patient be given detailed 
instructions as to the equipment 
to be used. 

*Collens, William S., Boas, Lewis C., 
and Zilinsky, James D.; “The Dangers 
of Modern Insulin Syringes,’ The New 


England Journal of Medicine, 234:367- 
369, March 14, 1946. 


Single Penicillin Dose 
Effective in Gonorrhea 


Following the discovery that mul- 
tiple injections of penicillin cured 
gonorrhea an effort was made to ad- 
minister the dose in one injection. 
It was found that a single injection 
of one hundred thousand units of 
penicillin in a mixture of beeswax 
and peanut oil gave good results. 

It is now concluded by Trumper 
and Gershom that 50,000 to 100,- 
ooo units of penicillin can be given 
effectively without including it in 
a mixture of beeswax and peanut 
oil.* The method is to dissolve it 
in saline solution, inject it into the 
deltoid muscle, which is chilled be- 
fore and after the injection. 

The procedure is relatively sim- 
ple but it does more or less immo- 
bilize the patient for a day. An ice 
cap in a shoulder bag is placed on 
the upper arm and shoulder so as 
to cover the deltoid muscle and is 


left in position for two hours prior 
to the injection. 

The bottle of penicillin is chilled 
just prior to administration and the 
dose is administered with a one- 
half inch hypodermic needle in a 
cool syringe. The injection is direct- 
ly into the deltoid muscle following 
which the ice bag is replaced and 
maintained for 12 hours, renewing 
the ice every few hours as. needed. 

The 100,000-unit dosage in their 
experience cured gi percent of pa- 
tients which is about as satisfactory 
as obtained by other methods of 
penicillin administration. 
 *Trumper, Max and Gershom, J. 
Thompson; “Prolonging the Effects of 
Penicillin by Chilling,’ Journal of the 


American Medical Association, 130:627- 
630, March 9, 1946. 


A Positive Cure for 
Malaria Victims? 


A drug, new in the past year, 
known only as SN13276, is stated 
to be a positive and permanent 
cure for white patients afflicted 
with even the worst Southwest Paci- 
fic type vivax malaria.! $N13276 is 
closely related to pamaquin. Pama- 
quin was effective against malaria 
but was so destructive to red blood 
cells in Negroes that it could not be 
used safely. More study is needed 
to ascertain whether $N13276 will 
be more usable in: dark skinned 
races. 

Two other discoveries, chloro- 
quin and oxychloroquin, have a 
wide margin of safety. Doses “30 
to 50 times the quantity needed to 
suppress malaria” can be taken 
safely. Administration once a 
week (instead of once a day as is 
necessary for other suppressants) 
makes it possible to contemplate 
suppression of malaria in whole 
communities. 

Time magazine, reporting on in- 
formation recently released notes: 
That a two-week course of treat- 
ments cures malaria permanently; 
SN13276 costs no more than ata- 
brine and quinine; works quickly, 
causes no nausea; may prove too 
toxic for use in dark-skinned races; 
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and has been used in less than 100 
patients.” 

“Malaria Cure Announced”’—Science 
News Letter, April 27, 1946, p. 263. 


“Malaria Cure?’— Time, April 22, 
1946, p. 60. 


Early Care Best in 
Treatment of Malaria 


There is no practical value to de- 
laying treatment of malaria, despite 
the fact that many cases when 
promptly treated will relapse. This 
is the conclusion reported in Science 
News Letter, April 13, 1946, p. 232, 
as the result of a study on 6g sol- 
dier volunteers by medical corps of- 
ficers. It had been suggested that 
early initiation of treatment might 
increase the number of relapses by 
preventing the development of the 
patient’s immunity. 

Streptomycin, recent addition to 
the list of potent germkillers, has 
greater antibacterial effectiveness 
against germs that grow best in the 
air or in generous amounts of oxy- 
gen. It was necessary to use two to 
16 times as much streptomycin ex- 
perimentally when air was exclud- 
ed. This indicates that larger con- 
centration of streptomycin may be 
required to control germ growth in 
parts of the body where for any 
reason there is reduced oxygen ten- 
sion. 


*“Key to Streptomycin’’—Science 
News Letter, April 13, 1946, p. 229. 


A Germ-Free State in 
A Colony of Rats 


The human never lived who 
truthfully could say, “There are no 
germs in me.” And yet a certain 
generation of rats, and their par- 
ents and grandparents achieved 
and retained a germ-free state. 
Science News Letter reports the 
achievement of this difficult and 
original objective by Prof. James A. 
Reyniers of Notre Dame.* 

Caesarian operation in germ-free 
cylinders was the first step. Even 
the most germ-laden animals are 
normally born germ-free. But all 
animals acquire germs with their 
first exposure to ordinary air, and 
to the intake of food. To prevent 
this, these rats lived in filtered air, 
ate sterilized food—and remained 
germ-free. 

Although appearing to be living 
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perfectly normal lives, these rats at 
first would not breed—a deficiency 
which was overcome by a correction 
in diet. Thus, three generations of 
germ-free rats were produced. It 
was remarked that the later genera- 
tions “were exceptionally sleek and 
healthy.” No mention was made of 
non-germ caused illness. 

Animals completely free of germs 
should have real scientific experi- 
mental value. 


*“Germ-Free Animals’”—Science News 
Letter, April 13, 1946, p. 229. 


Virtues of ACS 
Shrink on Test 


ACS (anti-reticular cytotoxic se- 
rum developed in Russia during 
the war) has been given to about 
3,500 cases of cancer in the United 
States. Results indicate that ACS 
will not cure cancer as was pre- 
viously erroneously reported. It 
will, however, relieve severe pain in 
some cases which have not been re- 
lieved by other measures, but the 
patients die just the same. There is 
no evidence that it will extend 


human life to 125 or 150 years, 
which, it is stated, was credited to 
ACS in popular accounts. 


ACS was designed to stimulate 
activity of the connective tissue sys- 
tem of the body on the assumption 
that this “is the arena in which dis- 
ease processes develop.” If the the- 
ory is true, ACS could be of value 
in tissue recovery from cuts, broken 
bones, and the like. Studies appar- 
ently do not yet conclusively dis- 
prove the theory that ACS is stim- 
ulating to the reticulo-endothelial 
system. 


Presumably, the stimulating ef- 
fect comes from minute doses of 
ACS, since large doses are reported 
to be poisonous to body cells. 


The above interpretation of a re- 
cent article* suggests the advisabil- 
ity of using caution in holding out 
promise of cure, and perhaps re- 
stricting general use for nonmalig- 
nant conditions, pending further 
investigation. 


*Stafford, June: “ACS Serum Ex- 
plained,’’ Science News Letter, April 27, 
1946, p. 259-260. 








CURRENT HEALTH CONDITIONS 


A statement from the Division of Public Health Methods, 
U. S. Public Health Service, through the month of April, 1946 








Smallpox. Two more or less distinct 
smallpox epidemics were mentioned in 
this report for last month, both starting 
from exposure to persons in the armed 
forces who had returned from the Far 
East during the incubation period of the 
disease. The two epidemics were cen- 
tered around San Francisco and Seattle. 
Aside from four cases which occurred in 
California in the first week of April, 
there have been no further reports of 
smallpox in that state. However, there 
were 29 cases in the state of Washington 
during April, eight of which occurred in 
the last week of the month. For the 
country as a whole there were about 
50 cases during the month and Wash- 
ington State accounted for about 30 of 
them. 

Considering the 50 cases of smallpox 
that were reported for the country as a 
whole, this figure was slightly more than 
in April of the two preceding years, but 
was less than half the number reported 
in April of 1943. 


Measles. Measles has continued to 
show a rather high incidence during 
April; the total of nearly 169,000 cases is 
more than has been reported in April of 
any of the three preceding years, the 
highest being 150,000 in April of 1944. 


In the 18 weeks since the beginning of 
the year there have been nearly 420,000 
cases of measles, which figure was slightly 
less than in the corresponding period of 
1944. The year 1945 was exceptionally 
low with only about 55,000 cases during 
the corresponding 18-week period. 


Meningitis. Cerebrospinal fever has con- 
tinued its downward course. During April 
of 1946 there were about 500 cases, 01 
about one-fifth the number far April of 
1943. During the first 18 weeks of 1946 
there were about 3,000 cases as compared 
with 9,500 in the same period of 1944. 


Diphtheria. Diphtheria shows another 
high incidence for April, 1946, about 1,300 
cases being reported as compared with goo 
to 1,000 in April of each of the three pre- 
ceding years. For many years diphtheria 
reports for each month and each year 
regularly fell below corresponding periods 
of preceding years; although the rise has 
been moderately gradual, for many months 
the reported figure has regularly exceeded 
the corresponding month of the preced- 
ing year. During the first 18 weeks of 1946 
about 6,400 cases have been reported, as 
compared with 5,100, 4,200, and 4,700 in 
the corresponding periods of 1945, 1944, 
and 1943, respectively. 
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The Bacon Library 


Formula E yaluates Cost of 
A NURSING SCHOOL 


A FORMULA FOR EVALUATING THE COST OF 
OPERATING A NURSING SCHOOL, by The 
Hospital Economics Section of the 
Council on Administrative Practice of 
the Association of California Hospitals. 


N JUNE, 1941, this section worked 
I out a formula for ascertaining 
costs of nursing service in a hospital 
conducted with or without a train- 
ing school. The study was made be- 
cause thought was then being given 
to the possibility of abandoning 
some schools, due to the surplus 
of nurses in the 1930s. Now, with 
the termination of the United 
States Cadet Nurses Corps, hos- 
pitals are—and should be—inter- 
ested in whether money is lost or 
saved by operating a nursing school 
to provide nursing service. 

The Hospital Economics Section 
has undertaken to provide a for- 
mula for evaluating costs involved 
in operating a nursing school. The 
committee, whose co-chairmen were 
Orville N. Boothe and Kenneth R. 
Drent and whose editor was W. 
Bryan Hall, have devised a_for- 
mula which: 


1. Reflects the costs to the hos- 
pital operating a training school. 

2. Separates costs of nursing serv- 
ice education. 

3. Provides a form that makes 
possible comparison of costs in one 
institution with those in another. 

4. Explains in a simple under- 
standable manner the operations to 
be used. 

5. Discloses gross costs per stu- 
dent and cost per student after giv- 
ing credit for services rendered to 
hospital based on student hours. 
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By using this formula with the 
hospital’s own figures, the admin- 
istrator or accountant can deter- 
mine: 


1. How much it costs to train a 
student nurse. 

2. The value of the student 
nurse’s service to the hospital. 

3. The amount which the school 
contributes to the hospital or the 
hospital to the school. 

4. How much the hospital will 
be called upon to finance when 
federal support is no longer avail- 
able. 

The committee suggests that, in 
the classification of expenses, the 
administrator should use available 
costs. Computation of these costs 
can be made by reference to the 
book “Administrative Cost Anal- 
ysis for Nursing Service and Nurs- 
ing Education,” published by the 
American Hospital Association and 
the National League of Nursing 
Education. 

The expense schedule is divided 
into three categories — Salaries — 
Student Nurses’ Dormitories—Stu- 
dent Nurses’ Training Expense— 
with further detailed breakdowns 
of items in each of the categories. 
There is also an explanation of the 
evaluation of student services. 


Thesis on Future of 
Preventive Medicine 


A FUTURE FOR PREVENTIVE MEDICINE: Ed- 


ward A. Stieglitz, M.D., F.A.C.P., the 

Commonwealth Fund, New York; 1945. 

77 pages, $1. 

The full possibilities of preven- 
tive medicine will not be realized 


until it can be practiced on the 
individual to an extent never ap- 
proached heretofore, and a number 
of obstacles will have to be over- 
come before that day arrives. 

This more or less summarizes the 
thesis of Dr. Edward A. Stieglitz in 
“A Future for Preventive Medi- 
cine,” third in the series of several 
monographs sponsored by the Com- 
mittee on Medicine and the Chang- 
ing Order, of the New York Acad- 
emy of Medicine. 

In the past, Dr. Stieglitz points 
out, preventive medicine has been 
largely limited to public health 
measures for which government 
agencies have assumed the respon- 
sibility. Although the periodic 
health examination has long been 
advocated, the practice of private 
preventive medicine has never real- 
ly been given a trial. 

One reason for this is that the 
individual has never been made to 
understand that continuous and 
lasting good health is something 
that has to be maintained. Thus he 
does nothing to ward off the degen- 
erative diseases until one of them 
strikes and so is beyond prevention. 
Another reason is that emphasis in 
medical education has been on the 
treatment of acute illness, rather 
than on treatment of the patient as 
a whole. 

What we need, Dr. Stieglitz con- 
tends, are “well adult clinics” to go 
along with the well baby clinics. In- 
stead of casual health examinations, 
we should develop the “health in- 
ventory,’ so that we can “construct 
health as well as reconstruct it.” One 
obstacle to adoption of the health 
inventory concept is expense. This 
can be reduced, the author suggests, 
“by grouping the work involved, by 
improving the quality of the records 
obtained, and by continuity of guid- 
ance by the same physician.” 

Dr. Stieglitz has done an unusual- 
ly good job of. presenting the full 
story of preventive medicine in 68 
pages of text. Administrators who 
think of the hospital as a future 
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community center of health services 
will find good background material 
in‘this book. 


The Identification and 


Treatmént of Poisons 
POISONS, THEIR CHEMICAL IDENTIFICATION 

AND EMERGENCY TREATMENTS, by Vin- 

cent J. Brooks and Hubert N. Alyea. D. 

Van Ostrand Co., Inc., New York; 1946; 

209 pages, $3. 

Collaboration of a police official 
and a professor of chemistry has re- 
sulted in an eminently practical 
and simple coverage of this subject. 
The poisons considered are not 
only the chemical group usually 
taken by the intestinal or respira- 
tory tract but also those resulting 
from insect and reptile bites and 
poisoning by contact with plants or 
chemicals. 

Specific data on the individual 
agents includes common names, 
synonyms, formulas, physical ap- 
pearance, industrial uses, medical 
uses, dosages, chemical identifica- 
tion, symptoms and emergency 
treatment. 

A valuable feature is the series 
of master tables of “Emergency In- 
formation for Ready Reference” 
summarizing the salient facts on 
uses, symptoms and emergency 
treatment of all poisons. Included 
is a glossary of chemical and med- 
ical terms. 

The influence of the police mem- 
ber of the author team has resulted 
in making it convenient for the use 
of nurses, industrial safety teams 
and others coming in contact with 
poisoning cases without detracting 
from its value to the physician. 


A Practical Manual on 


Hospital Construction 

THE CONSTRUCTION OF MODERN HospITALs 
AND THEIR EQUIPMENT, by M. Schaerer, 
S. A., Berne, Switzerland. Biihler and 
Werder, Berne; 666 pages, $10. 


Written as a practical and tech- 
nical manual this book is profusely 
illustrated, largely with views of all 
types of technical apparatus used in 
the hospital. There are also many 
views of exteriors and reproduc- 
tions of unit floor plans. 

The entire manual will be of 
great help to both administrators 
and architects as suggestive mate- 
rial rather than as an obligatory 
guide, since American customs and 
ideas differ from those of Europe. 

The text and its illustrations 


106 


cover everything from kitchen and 
laundry equipment to x-ray and 
operating room equipment and 
present many ideas that deserve 
serious comparisons with American 
solutions of comparable problems. 
—W. P. M. 


Some Problems in 


Industrial Medicine 
MEDICINE IN INDusTRY. Stern, Bernhard J., 

Ph.D., New York. The Commonwealth 

Fund, 1946; 209 pages, $1.50. 

Fourth in a series of studies of 
the New York Academy of Medi- 
cine’s Committee on Medicine and 
the Changing Order. Dr. Stern con- 
tributed this monograph on _ the 
health and medical problems pres- 
ent in industry. The academy’s 
committee was established to ex- 
plore the possibilities of maintain- 
ing and improving standards of 
quality in medical service. 

Experts in the various fields have 
cooperated in this series to show 
the reciprocal effects of medicine 
and the technical, social, economic 
and political changes that have 
taken place in American life. Dr. 
Stern is lecturer in sociology at 
Columbia and visiting professor of 
sociology at Yale University. 

The field of industrial medicine 
has been beset with many prob- 
lems, not the least of which is de- 
fining the role of the industrial 
physician. Should he be a specialist 
in accidents and industrial disease 
or should the worker’s family doc- 
tor take care of all of his patient’s 
ills including those of industrial 
origin? Cooperation between the 
two seems to be the present solu- 
tion, so that each physician realizes 
the complete story of the interde- 
pendence of all factors in physical 
and mental health. 

The author has traced the scien- 
tific developments in industrial 
medicine, discussing the social and 
legislative backgrounds, the place 
of the handicapped worker in in- 
dustry, and preventive services, and 
treating at length the subject of 
medical care and health insurance. 


Nursing as Related 
To Business Needs 


NURSING IN COMMERCE AND INDUSTRY. Mc- 
Grath, Bethel J., R.N., New York. The 


Commonwealth Fund, 1946; 356 p. $3.00. 


The National Organization for 
Public Health Nursing has under- 


taken the preparation of this com- 
prehensive manual which has been 
written by Mrs. McGrath, formerly 
its industrial nursing consultant 
and now chief industrial nursing 
consultant, American Association 
of Industrial Nurses, and industrial 
nurse, Powers Dry Goods Co., Min- 
neapolis. The result is an authori- 
tative guide to the manifold duties 
and responsibilities of the indus- 
trial nurse, including the place of 
the nurse in the industrial organi- 
zation, her relationship to officers 
and employees, the physical facili- 
ties of the nursing service, records 
and reports, workmen’s compensa- 
tion and rehabilitation. 


Patients’ Reading to 
Be Survey Theme 


The hospital section of the Spe- 
cial Libraries Association is under- 
taking a study of the amount of 
reading done by patients in hos- 
pitals offering organized library 
service. 

The results of this study will be 
of interest to hospital administra- 
tors as well as to the librarians 
themselves for it will show the 
actual use of such service and will 
indicate either its present value or 
point up the need for better organ- 
ization of the patients’ library. 

Hospital librarians have been 
sent schedules to work on which in- 
clude the count of patient popula- 
tion and library users on 24 differ- 
ent days—two each week—for the 
months of March, May and July. 
It is a simple study to begin with, 
but if there is sufficient cooperation 
it may be the beginning of a series 
of such studies. 


Collection of Manuals 

The library has recently received 
a very good manual prepared for 
the resident staff of the Hillside, 
Hospital, Bellerose, New York, of 
which Dr. Isidor Silbermann_ is 
medical director. 

With increased intern and resi- 
dent staffs many hospitals will un- 
doubtedly be revising manuals for 
the guidance of the hospital staff. 
The Bacon Library would be 
pleased to receive copies of such 
manuals and has a supply of those 
prepared by various hospitals for 
loan to administrators who may be 
considering revision or the first 
issue of such a manual. 
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ATTENDANCE RECORD SET AT SIXTEENTH 


More than 6,100 persons, the 
largest registration in the history of 
the Tri-State Hospital Assembly, at- 
tended the annual meeting held at 
the Palmer House, Chicago, May 
1-3. 

The program was based on the 
general theme of planning for the 
future. Meetings were divided into 
general sessions in the morning and 
afternoon sectional assemblies, in 
which 59 groups participated. Also 
included on the program were daily 
trustee institutes, two forum discus- 
sions and the annual banquet. A 
total of 113 technical exhibits were 
on display. 

Business meetings were held by 
the Illinois, Indiana, Michigan and 
Wisconsin state groups which form 
the Tri-State association. 

During its business session the 
Illinois association approved ap- 
pointment of a joint committee to 
consider problems of mutual inter- 
est to hospitals and nurse organiza- 
tions. The question of discussion 
of salaries and working conditions 
between the Illinois Hospital Asso- 
ciation and the state nurses asso- 
ciation was considered but definite 
action was postponed until a can- 
vass of member hospitals can be 
made. 

The Illinois Association’s Blue 
Cross Committee presented a prog- 
ress report on statewide consolida- 
tion of Blue Cross plans, and was 
instructed to continue with its 
work. 

Three of the state associations 
elected officers. These are: 

ILLINOIS: All officers reelected, as 
follows: PRESIDENT, Myrtle A. Mc- 
Ahren, R.N., administrator of Bless- 
ing Hospital, Quincy; FIRST VICE-PRES- 
IDENT, Stuart K. Hummel, superinten- 
dent of Silver Cross Hospital, Joliet; 
SECOND VICE-PRESIDENT, the Rev. John 
W. Barrett, director of Catholic hos- 
pitals, Archdiocese of Chicago; sEc- 
RETARY-TREASURER, Victor S. Lindbert, 
director of Memorial Hospital, Spring- 
field; ASSISTANT SECRETARY, Florence 
S. Hyde of Joliet. 

INDIANA: PRESIDENT, Charles W. 
Myers, superintendent of City Hospi- 
tal, Indianapolis; PRESIDENT - ELECT, 
Sister Andrea, R.N., administrator of 
St. Vincent’s Hospital, Indianapolis; 
VICE-PRESIDENT, Sister Amelia, R.N., 
superintendent of St. Elizabeth Hos- 
pital, Lafayette; TREASURER, Frank 
Sheffler, administrator of Union Hos- 
pital, Terre Haute. 

MICHIGAN: PRESIDENT, Dr. John 
H. Law, director of Grace Hospital, 
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ANNUAL TRI-STATE HOSPITAL ASSEMBLY 


MEDICAL RECORD GRANT 


The National Foundation for In- 
fantile Paralysis announced an 
$85,000 grant to the American As- 
sociation of Medical Record Li- 
brarians on April 23. The grant is 
for one year. 

Scholarships in the form of ex- 
tension courses will take $61,000 
and the balance of the grant — 
$22,000—is to be used for inservice 
training. 

Details of the teaching program, 
to be designed for the purpose of 
educating more medical record li- 
brarians, will be announced soon. 





























Detroit; PRESIDENT-ELECT, Leonard 
Schomberg, business manager of Lit- 
tle Traverse Hospital, Petoskey; FIRST 
VICE-PRESIDENT, R. E. Goeghegan, su- 
perintendent of Highland Park Gen- 
eral Hospital; SECOND VICE-PRESIDENT, 
Ann Catlin, superintendent of Alex- 
ander Blain Hospital, Detroit. 

The Tri-State Assembly reelected 
Dr. Malcolm T. MacEachern, asso- 
ciate director of the American Col- 
lege of Surgeons, chairman of the 
group and Albert G. Hahn, admin- 
istrator of Protestant Deaconess 
Hospital, Evansville, executive sec- 
retary. 

Delegates to the American Hos- 
pital Association elected from the 
three states are: Mr. Lindberg and 
Veronica Miller, R.N., superinten- 
dent of Henrotin Hospital, Chi- 
cago; Nellie G. Brown, R.N., super- 
intendent of Ball Memorial Hos- 
pital, Muncie and Robert E. Neff, 
superintendent of Methodist Hos- 
pital, Indianapolis, Indiana; Ralph 
Hueston, superintendent of Hurley 
Hospital, Flint, and Robert G. 
Greve, Ann Arbor, secretary of the 
Michigan Hospital Association. 





Hospital Council Formed 


Formation of the Hospital Coun- 
cil of Lowell, Mass., in order to pro- 
mote higher standards of hospital 
service for the community was an- 
nounced in a joint statement by the 
three voluntary Lowell hospitals on 
May 12. 

Members of the new organization 
are St. Joseph’s, administered by 
Sister Philip; St. John’s, adminis- 
tered by Sister Angelica, and Low- 
ell General, of which Paul J. Spen- 
cer is director. 











Principles of Blue 
Cross Reimbursement 


To Be Considered 


A set of “recommended principles 
governing the relationship between 
iospitals and Blue Cross plans” was 
ready for consideration by the Com- 
mittee on Coordination of Activities 
at its meeting in Chicago June 7-8. 

Few such reports have received 
more careful preparation than this 
one, which was drafted during a 
meeting of the Council on Adminis- 
trative Practice May 4-5, also in 
Chicago. Since originally presented 
by a special committee, it has been 
revised three times by the council 
and reviewed once by the Committee 
on Coordination of Activities. 

Early studies were concerned with 
a detailed formula for determining 
the reimbursable costs of hospital 
care. At the April and May council 
meetings effort was concentrated on 
producing only the principles on 
which detailed formulas might be 
based. 

The latest report includes a list of 
seven principles to be accepted by 
hospitals and five to be accepted by 
Blue Cross plans, a set of suggestions 
concerning methods of reimburse- 
ment, and a section discussing the 
relationship of hospital payments to 
subscription rates. 

It is the council’s request that 
these principles be approved succes- 
sively by the Committee on Coordi- 
nation of Activities, the Board of 
Trustees and the House of Delegates. 





Veterans’ Tumor Clinic to 
Be Constructed in Chicago 


(From the Washington Service Bureau) 


Transfer of a Veterans Adminis- 
tration tumor clinic of 600 beds 
from Hines (Ill.) Hospital to a 
location adjacent to Northwestern 
University Medical School, Chi- 
cago, was approved April 23 by 
President Truman. 

Reasons given for the move were 
the recent addition of 1,000 beds 
at Hines, with consequent exceed- 
ing of Veterans Administration 
maximum operations, and the de- 
sirability of placing the clinic near 
medical and _ teaching facilities 
available at the school. 

Cost of land acquisition is set 
at a $300,000 maximum. 
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Annual Meeting Held 
By Kentucky Group 


The annual meeting of the Ken- 
tucky Hospital Association was held 
at the Brown Hotel, Louisville, April 
25-26. H. L. Dobb, superintendent of 
Kentucky Baptist Hospital, Louis- 
ville, was inducted as president of 
the group. 

Newly-elected officers are: PRESI- 
DENT-ELECT, Rev. C. A. Towell, Cov- 
ington; VICE-PRESIDENTS: John Busch- 
emeyer, assistant administrator of 
Louisville General Hospital, and 
Sister Mary Rose, superintendent of 
St. Anthony Hospital, Louisville; 
SECRETARY, Glenn M. Reno, admin- 
istrator of Louisville General Hos- 
pital; TREASURER, Arden E. Hard- 
grove, superintendent of Norton Me- 
morial Infirmary, Louisville. 





++ 


New Officers Named 
At Alabama Meeting 


W. H. Slaughter, superintendent of 
Selma Baptist Hospital, was elected 
president of the Alabama Hospital 
Association at the association’s meet- 
ing April 15 and 16 in Birmingham. 

Other officers elected were: PRESI- 
DENT-ELECT, J. J. Mooney, purchas- 
ing agent for St. Vincent’s Hospital, 
Birmingham; VICE-PRESIDENT, Alma 
Clyde Faust, R.N., superintendent of 
Colbert County Hospital, Sheffield; 
SECRETARY, C. L. Sibley, superin- 
tendent of Baptist Hospital, Birming- 
ham; TREASURER, D. O. McClusky 
Jr., assistant superintendent of South 
Highlands Infirmary, Birmingham. 





+ 


New York Practical Nurses 
State Policy on Uniforms 


The March issue of the Practical 
Nurse News, published by Practical 
Nurses of New York, carried the fol- 
lowing statement on uniform policy: 

“Because of the confusion concern- 
ing uniforms and dissatisfaction of 
practical nurses working in hospitals 
throughout New York State, the 
State Divisions Working Committee, 
a subcommittee of Community Rela- 
tions Committee, requested that this 
be discussed by the Board of Direc- 
tors of Practical Nurses of New York. 

“As a result of this discussion, it 
was moved, seconded and carried 
that the association go on record as 
approving an all-white uniform, con- 
sisting of cap, shoes, stockings and 
dress, for female practical nurses and 
an all-white uniform for male prac- 
tical nurses, with a small insignia 
worn on the top of the left sleeve.” 
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CALENDAR OF ASSOCIATION AND ALLIED MEETINGS 


American Hospital Association 48th An- 
nual Convention—September 30-Octo- 
ber 4; Philadelphia (Bellevue-Strat- 
ford and Benjamin Franklin Hotels). 


Regional Association Meetings 
American Protestant Hospital Association 
—September 27-28; Philadelphia. 
Catholic Hospital Association—June 10- 
13; Milwaukee (Milwaukee Auditor- 
ium). 
Maritime Hospital Association—June 25- 
27; Digby, Nova Scotia (“‘The Pines”). 


State Association Meetings 


Idaho—December 7; Boise. 

Kansas—November 13-14; 
(Hotel Jayhawk). 

Maine—June 21-22; Belgrade Lakes (Bel- 
grade Hotel). 

Maryland—District of Columbia—No- 
vember 7-8. 

Montana—October 21; Butte. 


Nebraska—October 21-22; Lincoln (Hotel 
Cornhusker). 


Topeka 


New York—June 10-12; New York City 
(Pennsylvania Hotel). 


Oklahoma—November 21-22; Oklahoma 
City. 

Utah—December 4. 

Wyoming—July 19—Jackson. 


Other Meetings of Interest 


American College of Hospital Adminis- 
trators—September 28-30; Philadelphia. 


American College of Surgeons—Septem- 
ber 9-13; New York City (Waldorf- 
Astoria). 

American Dietetic Association—October 
14-18; Cincinnati ‘(Netherland Plaza 
Hotel). 

American Medical Association—July 1-5; 
San Francisco (Sir Francis Drake Hotel 
and Civic Auditorium). 

Association of Collegiate Schools of Nurs- 
ing—September 19-20; University of 
Pittsburgh. 

Interstate Post Graduate Medical Asso- 
ciation of North America—October 15- 
18; Cleveland (Municipal Auditorium). 





U.N. International 
Health Conference 
Will Meet June 19 


The International Health Con- 
ference, approved by the U. N. at 
its first meeting in San Francisco 
last year, has been scheduled for 
June 19 in New York City. 

After unanimous approval of the 
conference proposal, first made by 
the Brazil and China delegations, 
the Economic and Social Council 
of the United Nations appointed 
public health experts from 13 na- 
tions to serve as a technical pre- 
paratory committee to work out 
conference details. ‘Three more 
members were elected at the com- 
mittee meeting held March 18 in 
Paris. Also in attendance at com- 
mittee sessions were seven repre- 
sentatives of international public 
health organizations who served as 
consultants. 

Purpose of the conference is to 
consider the scope of and the ap- 
propriate machinery for interna- 
tional action in the field of public 
health. It is expected that the con- 
ference will consider proposals for 
establishment of a single interna- 
tional health organization for the 
United Nations. 

Among committee members are: 
Surgeon General Thomas Parran, 











U. S. Public Health Service; Dr. 
Karl Evang, director general of 
public health, Oslo; Dr. Szeming 
Sze, senior technical expert for the 
National Health Administration of 
China, Chinese Embassy, Washing- 
ton, and Sir Wilson Jameson, 
K.C.B., chief medical officer of the 
Ministry of Health, London. 





Dr. Saunders Joins 
College of Surgeons 


The appointment of Dr. H. 
Prather Saunders as assistant direc- 
tor of the American College of Sur- 
geons, Chicago, was announced on 
March 16. 

Dr. Saunders was on active duty 
as a member of the Navy Medical 
Corps for four years. He spent 21 
months in the Pacific as senior med- 
ical officer of a destroyer tender 
whose hospital facilities equalled 
those of a 60-bed hospital. 

A fellow of the American Col- 
lege of Surgeons, Dr. Prather re- 
ceived his medical degree from the 
University of Illinois. He was sec- 
retary of the Chicago Medical 
Society for two years and served a 
term as president before entering 
service. In 1941 he was first vice- 
president of the Illinois State Med- 
ical Society. 
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WITH HIGHER STITCH VERSATILITY 


: \The unique construction of the Singer Surgical 
Stitching Instruments—which functionally in- 
corporate needle, needle holder, and suture 

~ supply in one unit—permits formation of an 
unusual variety of stitches. e Standard 

: stitches are accomplished more quickly and 
‘accurately, and many new continuous 








‘stitches are made possible—to hold tissues 





in juxtaposition with more equalized ten- 
sion and with less resultant scar tissue 
formation. This unique versatility derives 





largely from the continuous feeding of 
suture material. Any standard suture mate- 
rial may be used—and any of 47 different 
needle sizes and styles—from the very large 
down to the very small. e Higher stitch versa- 
tility is just one of the many new features 





of the Singer Surgical Stitching Instruments 
which have appealed increasingly to discrim- 
inating surgeons. May we forward a compre- 
hensively illustrated booklet with full details? 


SURGICAL 
STITCHING 
INSTRUMENTS 


SINGER SEWING MACHINE COMPANY 
Surgical Stitching Instrument Division 
149 Broadway, New York 6, N. Y. 


Without obligation, please send copy of illustrated booklet. 





7 
— SMALL MODEL 
_ For delicate 

es Suturing 





New motion picture available for showing 
on “Treatment of the Major Neuralgias’’. Name 


Address. 








City. 





COPYRIGHT, U.S.4 1946, BY THE SINGER MANUFACTURING CO. ALL RIGHTS RESERVED FOR ALL COUNTRIES. 
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EXPANSION OF OUTPATIENT FACILITIES IS 


RECOMMENDED AT PENNSYLVANIA MEETING 


A comprehensive study of state 
outpatient care was reported at the 
meeting of the Hospital Association 
of Pennsylvania held April 24, 25 
and 26 in Philadelphia. 

According to the report a period 
of great expansion of clinic service 
in voluntary hospitals may be ex- 
pected in the immediate future. Pre- 
pared by the association’s Council on 
Policies and Administrative Practice, 
the analysis recommended that such 
clinics be associated with general 
hospitals rather than organized as in- 
dependent units. 

Three resolutions were adopted at 
the meeting. These are: 

1. Pusitic EpucaTion — The Penn- 
sylvania association offers the Ameri- 
can Hospital Association the services 
of its Committee on Public Education 
in order to assist state association 
member hospitals in carrying out 
public education programs at the 
state, regional and community levels. 

2. INTERNSHIP — The Pennsylvania 
association approves the four prin- 
ciples of intern applications and cre- 
dentials, set forth by the American 
Hospital Association’s Council on Pro- 
fessional Practice, and urges member 
hospitals to observe these principles 
strictly. 

3. SERVICE PLAN PAYMENT — The 
Hospital Association of Pennsylvania 
affirms the principle that hospitals 
should be paid for services to sub- 
scribers of insurance plans on the 
same basis and in the same amounts 
as nonsubscribers would pay. 

The program also included a dis- 
cussion of problems facing adminis- 
trators because of the shortage of 
trained personnel, reports and dis- 
cussion of S. 191, distribution of sur- 
plus commodities and national devel- 
opments affecting hospital. Esther J. 
Tinsley, R.N., superintendent of 
Pittston Hospital, was inducted as 
association president. Officers elected 
were: 

PRESIDENT-ELECT, Louis C. Trimble, 
administrator of Adrian Hospital, 
Punxsutawney; FIRST VICE-PRESIDENT, 
W. W. Butts, manager of St. Luke’s 
Hospital, Bethlehem; SECOND VICE- 
PRESIDENT, Sister Anna Regina, su- 
perintendent of St. Joseph’s Hospital, 
Pittsburgh; TREASURER, Robert W. 
Gloman, superintendent of Wyo- 
ming Valley Homeopathic Hospital, 
Wilkes-Barre; TRUSTEES: Roger A. 
Greene, superintendent of Pottsville 
Hospital, and R. F. Hosford, superin- 
tendent of Bradford Hospital. 

Delegates and alternates to the 
American Hospital Association were 
also elected. Delegates are John N. 
Hatfield, administrator of Pennsyl- 
vania Hospital, Philadelphia; Wil- 
liam L. Wilson, superintendent of 
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George F. Geisinger Memorial Hos- 
pital, Danville, and William E. Bar- 
ron, administrator of Washington 
Hospital. Alternates are Alma M. 
Troxell, R.N., superintendent of Oil 
City Hospital; Charles S. Paxson, 
superintendent of Delaware County 
Hospital, Drexel Hill, and Albertina 
Six, R.N., superintendent of Lewis- 
town Hospital. 





+ 


Grant Made for Survey on 
Pharmaceutical Education 

A country-wide survey of phar- 
maceutical education will be con- 
ducted by the American Council on 
Education, according to a May 9g 
announcement. A covering fund of 
approximately $100,000 will be sup- 
plied by the American Foundation 
for Pharmaceutical Education. 

The council will make an overall 
study of pharmaceutical education 
with special reference to the mod- 
ern practices and services required 
of pharmaceutical graduates. Ini- 
tial proposal for the survey was 
made by the American Association 
of Colleges of Pharmacy. 





Laboratory Dedicated 


A scientific research laboratory 
was dedicated at McLean Hospital, 
Waverley, Mass., on May 17. Mc- 
Lean Hospital, of which Dr. W. 
Franklin Wood is director, is a unit 
of Massachusetts General Hospital, 
Boston. 








Dakota Association 
To Ask License Law 


Immediate presentation to the 
state legislature of a licensing law 
for hospitals was approved at the 
annual convention of the North 
Dakota Hospital Association, held 
in Fargo May g-10. 


Delegates also discussed a current 
bill for licensing of practical nurses 
now before the state legislature, 
which has been approved by the 
North Dakota Nurses’ Association. 


Among other subjects on the pro- 
gram were Blue Cross plans in hos- 
pitals and terminology of ordinary 
or routine drugs. J. C. Lund, 
superintendent of ‘Trinity Hos- 
pital, Minot, was elected associa- 
tion president. 


Other new officers are: FIRST VICE- 
PRESIDENT, Father Anthony Peschel, 
director of the Catholic diocese, Cas- 
selton; SECOND VICE-PRESIDENT, Gina 
E. Hanson, R.N., superintendent of 
Jamestown Hospital; SECRETARY 
Mother Elma, R.N., superintendent of 
St. Joseph’s Hospital, Minot; TREAs- 
URER, Martin Langehaug, superintend- 
ent of St. Luke’s Hospital, Fargo; 
TRUSTEES: Archie O. Johnson, admin- 
istrator of Bismarck Evangelical Hos- 
pital and Josephine Stennes, R.N., 
superintendent of Good Samaritan 
Hospital, Rugby. 

Sister Andriette, superintendent 
of St. Alexius Hospital, Bismarck, 
was named delegate to the Ameri- 
can Hospital Association. Her alter- 
nate is O. H. Overland, adminis- 
strator of Grand Forks Deaconess 
Hospital. 





Some Pennsylvania Leaders Discuss Meeting Program 


Old and new officers of the Penn- 
| sylvania Hospital Association talk 
| over the program of the annual meet- 
ing held April 24-26. In the group are 
Col. Louis C. Trimble, superintendent 
of Adrian Hospital, 


Punxsutawney, 








president-elect; R. F. Hosford, super- 
intendent of Bradford Hospital, 1945 
president; Esther J. Tinsley, superin- 
tendent of Pittston Hospital, presi- 
dent, and S. Hawley Armstrong, ex- 
ecutive secretary. 
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When you create something extraordinary, 


something better than average, it endures. 


That's why, since ‘way back in 1892, when 


Baker Linens were first put on the market, the 





popularity of these sturdy, beautiful textiles has 
not only lasted but increased. For experienced 
hospital executives know that Baker bed linens, 
towels and napery assure them of the highest 
quality ... the best value .. . the most satisfactory 


service . . . proven worth for over half a century. 
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ASSOCIATION LISTS SIX INSTITUTES 


SCHEDULED FOR JUNE, JULY, AUGUST 


Plans and arrangements for six 
institutes to be held between June 
and September -have been an- 
nounced. The institutes, part of the 
educational program carried on by 
the Association, cover several fields 
and are aimed at specific depart- 
mental problems within hospitals. 

Subjects to be covered include 
basic accounting, cost analysis and 
personnel management sponsored 
by the Council on Association Re- 
lations. Another, conducted under 
the auspices of the Council on Pro- 
fessional Practice, is on pharmacy, 
and one institute for medical rec- 
ord librarians is being planned by 
the Council on Professional Prac- 
tice and the Association of Medical 
Record Librarians. 

BASIC ACCOUNTING: To 
cover principles of basic hospital 
accounting and business procedures, 
the June g to 14 institute, to be 
held in Houston, Texas, is spon- 
sored by the Texas Association 
of Hospital Accountants and the 
Houston Hospital Association in 
cooperation with the American 
Hospital Association. 

The program will be devoted to 
complete accounting procedures 
which would apply to hospitals and 
includes principles, theory and ap- 
plication to actual practice. 

PHARMACY: To be conducted 
jointly by the Council on Profes- 
sional Practice and the American 
Pharmaceutical Association, with 
the cooperation of the American 
Society of Hospital Pharmacists, the 
institute will be held at the Univer- 
sity of Michigan, Ann Arbor, July 
15-19. 

The institute will also be spon- 
sored by the University of Michi- 
gan, the Michigan Pharmaceutical 
Association, the Michigan Hospital 
Association and the American Col- 
lege of Surgeons. 

Purpose of the institute is to pre- 
sent, in concentrated form, a basic, 
integrated course designed to pro- 
vide information and new ideas. 
Lectures and demonstrations will 
be held in the morning. Afternoon 
and evening meetings will be con- 
ducted as round table discussions. 
Certificates of attendance will be 
issued. 

Fee for the institute, including 
the final dinner, will be $25, with 
other meals, room and incidental 
expenses extra. Registration appli- 
cations are being accepted now and 


114 





should be mailed, together with a 
check for the fee, to the Council 
on Professional Practice, American 
Hospital Association, 18 E. Division 
St., Chicago 10. Programs and addi- 
tional information are available 
also. 

Preference will be given first to 
full time hospital pharmacists, sec- 
ond to part time pharmacists, third 
to professors of pharmacy and 
fourth to other registered phar- 
macists. All applicants must be 
members of the American Pharma- 
cists Association and the American 
Society of Hospital Pharmacists or 
must be employed by an institution 
holding membership in the Amer- 
ican Hospital Association. 


COST ANALYSIS: Planned by 
the Accounting Committee of the 
Council on Administrative Practice, 
the institute will cover basic the- 
ories of cost principles, methods of 
allocating costs, and the mechanics 
involved. The institute will be held 
July 22-26 at Indiana University, 
Bloomington. 


Specific problems will be analyz- 
ed and worked out by three differ- 
ent methods now in general use in 
the field. Each method will be ex- 
plained in detail as applied to hos- 
pitals of g00 and goo beds. 


Attendance will be limited to 75 
persons who are members of the 
Association or employed by _hos- 
pitals of 100 or more beds that are 
institutional members. In addition 
applicants must have had two years 
of accounting work at university 
level or the equivalent in experi- 
ence. 

Fee for the institute will be $20 
with cost of room and meals set at 
$25 additional. Application forms 
may be secured by sending a re- 
quest to the secretary of the Coun- 
cil on Administrative Practice. 
When completed the blanks should 
be returned with a check for the in- 
stitute fee. Room and board may 
be paid to the university after the 
registrant arrives. 





PERSONNEL MANAGE.- 
MENT: Two institutes on hospital 
personnel management will be of- 
fered: 

1. Cuicaco: The institute is 
scheduled for July 28 to August 2 
in Chicago. Limited to 125 persons, 
it will be set up on a seminar group 
basis with half of each day devoted 
to seminar meetings. 

Students will be requested to 
choose three seminar groups and 
will be assigned to two sessions each 
day. The same seminar sessions 
will be held three times so that all 
registrants can participate in the 
entire program. 

General morning sessions will in- 
clude subjects as approaches to hos- 
pital personnel problems, human 
reactions in employment, human 
motivations, emphasis trends and 
so on. Late afternoon meetings will 
cover various phases of personnel 
work and evening sessions will con- 
sist of presentation of three actual 
case histories involving increasingly 
difficult personnel problems. 

The institute will be restricted to 
administrators, assistant administra- 
tors and personnel officers who are 
personal members of the Associa- 
tion or employed by hospitals hold- 
ing membership. 

Fee for the institute will be $25, 
which does not include living ex- 
penses. A check covering the fee 
must be submitted with the applica- 
tion for enrollment. Applications 
are being accepted now. 

2. Pato ALTO, CALIFORNIA: The 
first institute to be held on the west 
coast since the beginning of the war 
will meet at Stanford University 
between August 26 and go. Details 
of the program are under way and 
definite information will be an- 
nounced next month. 

MEDICAL RECORDS: The 
Council on Professional Practice 
and the American Association of 
Medical Record Librarians have 
announced a medical records insti- 
tute to be held August 26 to go in 
Cincinnati. Details of the institute, 
which is the first of a series of three 
being developed for the librarians, 
will be announced soon. 





A CALENDAR OF FORTHCOMING ASSOCIATION INSTITUTES 








Personnel Management 
Medical Record Libraria:s 
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Geo! FLORIDA PURE CITRUS JUICES IN CONCENTRATED FORM 


e@ Perfected during wartime and used both at home 
and abroad by the military and Lend Lease, Flori- 
da’s Concentrated Citrus Juices are now winning 
wide acclaim from hospitals, restaurants, hotels, 
and schools. It is an unbelievably delicious pure 
food product held in highest esteem by medical 
authorities and dietitians. 


Obtained through a newly perfected scientific 
process, this tested product preserves Florida’s 
finest orange and grapefruit juices in concentrated 
form! You'll marvel . . . when you discover how 
faithfully the color, natural flavor, vitamins and 
other food values are retained. 


You, too, will applaud when you try Florida’s 
Concentrated Citrus Juices, because they’re so eco- 
nomical and convenient to use! They’re easily and 
quickly prepared for serving—just add water! 
There are no high seasonal price fluctuations, no 
wasted storage space, no handling of bulky crates, 


no refuse disposal problem, no slicing and squeez- 
ing. There are no perishable fruit losses occasioned 
by decay and crushing. 

The carefully selected tree-ripened fruit used in 
Florida Concentrated Citrus Juices assures you of 
the same delicious quality, month in and month 
out. For further data, write: Florida Citrus Com- 
mission, Lakeland, Florida. 
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McCarthy Resigns 


Blue Cross Position; 


Nester New Director 


Ray F. McCarthy, executive di- 
rector of Group Hospital Service, 
Inc., St. Louis, since its organization 
in 1936, resigned on May 1. He was 
succeeded by E, F. Nester, who has 
been associate director of the St. 
Louis plan for the past six years. 

Active in both the Missouri and 
Mid-West hospital associations, Mr. 
McCarthy entered the Blue Cross 
field from the Washington, D. C., 


E. F. Nester Ray F. McCarthy 


Community Chest where he served 
as director of finance. He has served 
as consultant on hospital building 
programs in several midwestern states 
and as advisor to city and state 
groups organizing Blue Cross plans. 

Although now in the automobile 
business, Mr. McCarthy will con- 
tinue his association with the hospital 
plan in a consulting capacity, giving 
special attention to the coordination 
of the St. Louis Plan with the na- 
tional Blue Cross program through 
his work as a member of the Blue 
Cross Commission. 





Dorothea Tumner Named New 
Editor of Dietetic Journal 


Editorship of the Journal of the 
American Dietetic Association was 
assumed by Mrs. Dorothea F. Tur- 
ner on May 1. She replaces Mrs. 
Mary P. Huddleson, editor for the 
past 18 years. 

Mrs. ‘Turner has been associated 
with the University of Chicago 
Clinics since 1938 and will con- 
tinue to hold her appointment 
there as assistant professor in the 
medical school. She has served on 
the executive board of the Ameri- 
can Dietetic Association and is the 
author of several articles and a 
book on dietetics. 

Amy Fahlgren, former editor of 
the Zonta International publica- 
tion, has been appointed managing 
editor of the Journal. 
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NATIONAL AND LOCAL CAMPAIGNS FOR 
STUDENT NURSE ENROLLMENT CONTINUE 


The “Help for Hospitals” pub- 
licity program is being continued 
through June with emphasis on stu- 
dent nurse enrollment. Both na- 
tional radio and local newspaper 
and radio campaigns are being used 
in the effort to fill nursing school 
classes. 

Six advertising mats for news- 
paper use, distributed by the Ad- 
vertising Council, have been pre- 
pared and are being sent to mem- 
ber hospitals with schools of nurs- 
ing. The mats, using the general 
theme of nursing for a career, high- 
light a schedule of comparative 
figures on pay rates. Blue Cross 
plans in New York City and Massa- 
chusetts, standing the production 
expenses, ran the advertisements in 
local newspapers during May. 

The National Nursing Council, 
cooperating in the enrollment cam- 
paign, has prepared a new pictorial 
folder, “Nursing Offers You a Ca- 
reer Now,” which has been sent to 
state nursing associations for dis- 
tribution. Additional copies may be 
purchased from the Council. 

Suggestions for local campaigns 
stress contact with high school 
graduating classes as a means of 
reaching eligible girls for summer 
and fall classes. 

National radio publicity again 
will be used to aid the drive, and 
the Advertising Council has allocat- 
ed the week of June 2-8 for nurse 
enrollment publicity. 

Throughout the current. cam- 
paign desirability of nursing as a 
career has been emphasized rather 
than the hospital’s need for nurses. 
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Officers Elected at New 
Jersey Association Meeting 


At the May 2-4 meeting of the 
New Jersey Hospital Association, 


“held in Atlantic City, Frank Gail, 


superintendent of West Jersey Hos- 
pital, Camden, was installed as asso- 
ciation president. 


Officers elected were: 


PRESIDENT-ELECT, George H. Buck, 
superintendent of Mercer Hospital, 
Trenton; VICE-PRESIDENT, Dr. H. M 
Wortman, director of Mountainside 
Hospital, Montclair; SECRETARY, Dr. 
George O’Hanlon, medical director of 
Jersey City Hospital; TREASURER, Dr. 
Thomas J. Golden, assistant adminis- 
trator of Jersey City Hospital, Med- 
ical Center division. 








Cook County Health 
Survey Under Way 


A comprehensive health and hos- 
pital survey of Chicago and Cook 
County is being conducted by the 
U. S. Public Health Service at the 
request of the city and county gov- 
ernments. 

Known as the Chicago-Cook 
County Health Survey, the study, 
when complete, will include a sur- 
vey of public health work and sani- 
tation in addition to hospital and 
medical care and treatment. It will 
cover voluntary and tax-supported 
agencies. 

Need for service, amount and 
character of services being render- 
ed, appropriateness of the scheme 
of organization, efficiency of opera- 
tion, effectiveness of program, ade- 
quacy of funds, staff and facilities 
will be studied. 

First in the history of the city, 
the health and hospital study will 
be coordinated with other surveys 
being conducted currently. Accord- 
ing to present plans, results of the 
survey will be used to build up city 
and county health resources and 
liquidating its liabilities. 
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Simplification Committee 
Meeting Held in New York ° 


A variety of business was dis- 
cussed at the meeting of the 
Simplification and Standardization 
Division of the Committee on Pur- 
chasing, Simplification and Stand- 
ardization of the Council on Ad- 
ministrative Practice. The meeting 
was held May 16 in New York City. 

A letter from the Hospital Bu- 
reau of Standards and Supplies was 
read at the meeting which assured 
backing by the bureau of the stand- 
ards and simplified practice recom- 
mendations made by the committee. 

After suggestions by all commit- 
tee members, a tentative program 
for the purchasing section of the 
American Hospital Association con- 
vention, to be held in Philadelphia 
September 30 to October 4, was 
prepared. The program has been 
submitted to the Council on Ad- 
ministrative Practice for approval. 

Plans for a purchasing institute 
next spring were approved at the 
meeting after the committee de- 
cided to postpone holding an insti- 
tute this year. 
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An equivalent therapeutic effect can be had more conven- 
iently with depot penicillin than with the quickly absorbed, 
quickly utilized, quickly excreted saline solution. The 
patient receives a single injection, not several. The blood | 
level is sustained at therapeutic concentration and does not ~ od 
undulate. The establishment of a reservoir of penicillin with | 
the single injection of the anti-biotic in beeswax and peanut 
oil is, in most instances, equivalent to eight injections of 
penicillin in saline solution during the same period of time. 
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Pennsylvania Names 
Survey Committee 


Appointment of a committee to 
survey facilities, organizations and 
standards of hospitals in Pennsyl- 
vania has been announced. A $25,- 
000 appropriation has been made 
available by the state legislature for 
use in taking the survey. 

Committee members, named by 
Gov. Edward Martin, are: 


Dr. Harry W. Weest, state secretary 
of health; H. W. Prentis Jr., chair- 
man of the Pennsylvania Postwar 
Planning Commission and President 
of the Armstrong Cork Co.; Miss S. 
M. R. O’Hara, state secretary of wel- 
fare; Dr. Thomas S. Gates, chairman 
of the University of Pennsylvania and 
chairman of the Commission on Hos- 
pital Care; William B. McFall, Com- 
monwealth Trust Co., Pittsburgh; Dr. 
Howard K. Petry, president-elect of 
the state Medical Society and super- 
intendent of the Harrisburg State 
Hospital. 

Others are Esther J. Tinsley, super- 
intendent of the Pittston Hospital and 
president of the state hospital associa- 
tion; Edward W. Johnson, Warren 
National Bank; Harold T. Prentzel, 
executive director of the Montgomery 
Hospital, Norristown. 





++ 


Postgraduate Courses for 
Nurses Offered at Baylor 


Baylor University School of Nurs- 
ing has announced three post grad- 
uate courses in both basic and sup- 
plementary nursing for clinical 
services including obstetrics, ortho- 
pedics, pediatrics and operating 
room technique. 

The courses, open to graduates of 
accredited schools of nursing, will 
also give students a 45-hour course 
in principles of ward management 
and ward teaching. 

Admission date for the first 
group of students was May go. 
Other courses will begin on Sep- 
tember go of this year and January 
31, 1947. Bulletins and further in- 
formation may be obtained by 
writing to the dean of the School of 
Nursing, Baylor University, Dal- 
las 1. 





+ 


Hospital Buys Land 


Purchase of land adjoining the 
Jewish Memorial Hospital, New 
York City, was announced May 17 
by Louis Miller, superintendent. 
The land will be used as the site 
for an addition to the hospital 
which will increase bed capacity by 
about 150. 
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New Southeastern Hospital Con- 
ference officers: Secretary-treasurer 
Burton M. Battle, superintendent of 
New Orleans Hospital and Dispensary 


New Officers at Southeastern Conference 


and President Frank S. Groner, su- 
perintendent of Southern Baptist Hos- 
pital, New Orleans, confer with H. A. 
Cross, chairman, program committee. 





CURRENT HOSPITAL PROBLEMS REVIEWED 
AT ANNUAL SOUTHEASTERN CONFERENCE 


Veteran care in civilian hospitals, 
public relations, voluntary prepay- 
ment service plans and caring for 
poliomyelitis in the general hos- 
pital were among subjects discussed 
at the annual meeting of the South- 
eastern Hospital Conference, held 
in Jacksonville, Fla., April 25-27. 

Problems of administration of 
various departments in the general 
hospital also were included in the 
program of addresses, discussion 
and round table groups. Fifty ex- 
hibits were displayed. 

Frank S. Groner, superintendent 
of Southern Baptist Hospital, New 
Orleans, La., was installed as presi- 
dent of the Southeastern conference 
which includes Alabama, Florida, 
Georgia, Louisiana, Mississippi and 
Tennessee. 

Conference officers elected were: 
PRESIDENT-ELECT, Dr. W. L. Shackel- 
ford, superintendent of South Missis- 
sippi Charity Hospital, Laurel; SECRE- 
TARY-TREASURER, Burton M. Battle, 
superintendent of New Orleans (La.) 
Hospital and Dispensary. 

The Florida Hospital Associa- 
tion, meeting concurrently with the 





Southeastern Conference, installed 
Sister Alverna, chief dietitian of St. 
Mary’s Hospital, West Palm Beach, 
as president. 

Officers elected by the Florida asso- 
ciation include: PRESIDENT-ELECT, E. 
C. H. Pearson, superintendent of Good 
Samaritan Hospital, Palm Beach; 
TREASURER, J. H. Holcombe, superin- 
tendent of Tampa Municipal Hospital. 
H. A. Cross, Miami, was re-elected 
executive secretary. 

C. DeWitt Miller, superintend- 
ent of Orange General Hospital, 
Orlando, was named delegate to 
the American Hospital Association. 
His alternate is W. A. Nelles, supei- 
intendent of Jacksonville-Riverside 
Hospital. 





Research Grant Presented 


A $25,000 grant to Northwestern 
University, to be used for research 
at Evanston (Ill.) Hospital, has 
been announced by Dr. Roger W. 
DeBusk, superintendent. The grant, 
made late in May, is not restricted 
for use in any special hospital 
department. 
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) ORANGE and GRAPEFRUIT JUICES 


offer Quality ... . Convenience . ... Economy 


FREE FROM ADULTERANTS, preservatives or fortifiers, their use eliminates wide 
variations in flavor and consistency experienced with average market fruit... as 
Sunfilled presents a unique blending of sweet and sour juices for uniform values. In 
ready-to-serve form, they closely approximate freshly squeezed juice in all nutritive 
and characteristic properties. Of dietary importance, the indigestible peel oil fraction 
has been reduced to but .001%. 


TIME SAVING FACTORS which provide for the elimination of inspecting, cutting 
and reaming of fruit. No handling of cumbersome crates or refuse disposal involved. 
Far less storage and refrigeration space required. 


ECONOMY THE KEYNOTE, high fluctuating market fruit prices may be disregarded. 
No spoilage or shrinkage losses to increase the actual cost per serving... every ounce 
can be satisfactorily used without waste. 
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ALEXIAN BROTHERS OVERHEAD FRAME 
No- 335 





Made of sturdy, non-rotatable 
steel tubing. The arms may be 
adjusted from either side—ab- 
duction of leg or arm, or both 
are easily obtained. Wide abduc- 
tion may be had at foot of bed 
for arm or leg traction, Buck’s 
extension, Russell traction or 
Hodgen’s suspension. Pulleys 
may be moved in and out to al- 
low varied angle of traction and 


suspension. 
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Mid-West Meeting 
Approves Plan for 


Expansion Program 


The Mid-West Hospital Associa- 
tion is ready to expand. It is to have 
a paid secretary at association head- 
quarters in Kansas City, and it will 
invite four other state associations 
to join. 

This action was taken at a meeting 
in Kansas City April 24-26, the first 
since 1944. John R. Smiley of St. 
Luke’s Hospital, Kansas City, was 
appointed a committee of one to 
employ a secretary. Registration 
totaled 555, and the exhibitors occu- 
pied 80 booths. 

By formal resolution, the associa- 
tion urged hospitals in the six-state 
area to expend every effort neces- 
sary to cooperate with the Veterans 
Administration in making hospital 
care available to veterans in their 
home communities. 

Following two years in office, Dr. 
L. E. Emanuel of Cottage Hospital, 
Chickasha, Okla., was succeeded as 
president by Francis J. Bath of St. 
Joseph’s Hospital, Omaha. 

L. C. Austin of Kansas City, then 
on terminal leave, was chosen presi- 
dent-elect. 

Other officers elected are: John G. 
Dudley of Baptist Hospital, Little 
Rock, Ark., FIRST VICE-PRESIDENT; 
H. J. Andrews of Bethel Hospital, 
Newton, Kan., SECOND VICE-PRESI- 
DENT; R. L. Loy of Oklahoma City 
General Hospital, TREASURER. The new 
Board of Trustees is composed of: 

ARKANSAS — Charles S. Holt, 
Spark Memorial Hospital, Fort 
Smith; the Rt. Rev. Msgr. John J. 
Healy, Director Catholic Hospitals, 
Little Rock; John O. Steel, Davis 
Hospital, Pine Bluff. 

COLORADO—William S. McNary, 
Colorado Hospital Service, Denver; 
Helen Pixley, Parkview Hospital, 
Pueblo; Roy R. Prangley, St. Luke’s 
Hospital, Denver. 

KANSAS — Sister Mary Ann, 
Mercy Hospital, Independence; the 
Rev. H. L. Gleckler, Wesley Hos- 
pital, Wichita; Dr. Harvey Jennett, 
Kansas University Hospital, Kansas 
City. 

MISSOURI—John R. Smiley, St. 
Luke’s Hospital, Kansas City; Hal G. 
Perrin, Kansas City Hospital; Flor- 
ence King, Jewish Hospital, St. Louis. 

NEBRASKA — Dallas P. Welzel, 
Lutheran Hospital, Norfolk; Lillian 
Amegwert, Lutheran Hospital, Oma- 
ha; Harold Hamilton, Brewster 
Clinic, Holdrege. 

OKLAHOMA—Dr. L. E. Emanuel, 
Cottage Hospital, Chickasha; Dean 
Bell, University Foundation Hospital, 
Enid; Harry Smith, Wesley Hospital, 
Oklahoma. 
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Mid-West President 





Francis J. Bath, business manager 
of St. Joseph’s Hospital, Omaha, was 
installed as president of the Mid-West 
Hospital Association at the annual 
association meeting held in Kansas 
City April 24-26. 





Eye-Bank Announces 
New Chicago Branch 


Marking its first anniversary on 
May 1, the Eye-Bank for Sight Res- 
toration, New York City, announc- 
ed establishment of its first branch 
bank in Chicago. 


Initial plans for setting up the 
new bank were approved by the 
Chicago Ophthalmological Society 
on March 18. A board of directors 
was then appointed by Dr. Peter C. 
Kronfeld, president of the society 
and head of the eye department of 
the Illinois Eye and Ear Infirmary. 
The board consists of the eye de- 
partment heads from four Chicago 
medical schools—those of the Uni- 
versity of Chicago, Northwestern 
University, the University of IIli- 
nois and Loyola University. 

Space for the new bank was made 
at Cook County General Hospital, 
and the bank was to have been 
fully established and running by 
the middle of May. 


The Chicago branch will act as a 
way station for the reception and 
distribution of eyes throughout the 
Chicago area. After local needs are 
filled, surplus tissue will be sent to 
the New York bank for distribu- 
tion there. 








Three More States 
Seek Subcontracts 
For Veteran Care 


(From the Washington Service Bureau) 


Contract hospital care for vet- 
erans by the end of May was close 
to reality in only five states where 
intermediaries were soliciting sub- 
contracts for hospital participation. 

Following the pattern set in 
North Carolina and Kansas in 
April, Michigan, Oregon and Maine 
began subcontract soliciting during 
May. 

In North Carolina an early re- 
port indicated go of an anticipated 
160 subcontracts had been approv- 
ed. It was estimated that these 30 
hospitals..would «provide 450 beds 
toward the nationwide 20,000 bed 
goal asked by Veterans Administra- 
tion for the care of eligible vet- 
erans. 

Prospects that contracts for med- 
ical and hospital care might soon 
be approved in Illinois and Colora- 
do are favorable while negotiations 
are actively under way for contracts 
in an additional 25 states. Previous- 
ly 41 states present at the mid-year 
conference of the American Hos- 
pital Association endorsed the pro- 
gram in principle. 

Intermediaries in this program 
function on a non-profit basis, and 
are allowed reimbursement for ad- 
ministrative costs only. These Costs 
have been set at 7 per cent in all 
instances with the exception of 
North Carolina, where 8 per cent 
was justified. The designated in- 
termediary is authorized to act as 
administrative and fiscal agent in 
soliciting contracts with private, 
civil and state hospitals for the use 
of available beds. 

To expedite the veterans’ care 
program in all states, Dr. Paul R. 
Hawley, Veterans Administration 
chief medical director, has restated 
his earlier affirmations that full 
costs in non-contract utilization 
would be met in all instances where 
the rate is not in excess of the pre- 
vailing rate charged other patients. 

Upon admission of eligible vet- 
erans a statement of per diem rates 
must be submitted to the regional 
office manager who wires for imme- 
diate approval by headquarters in 
Washington. However, rates not 
exceeding $3 per diem for bed in 
ward, $4 for bed in semi-private 
room and $5 for bed in private 
room may be authorized by the re- 
gional office. 
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new Reliance Solvent 


CLEANS ANYTHING SURGICAL— 
QUICKLY—SAFELY 


Especially prepared for surgical use, new Reliance Solvent 
is a fast—safe—efficient cleanser for instruments and sun- 
dries. A soapless cleanser, it saves both time and down- 
right hard work—cleans without brushing or rubbing— 
cleans anything. 


No Brushing—No Scrubbing—No Wear 


Harmless to hands—Reliance Solvent can be used with 
complete safety and effectiveness on all metal instruments, 
rubber goods, glassware, enamelware or aluminumware. 
It dissolves blood and tissue almost instantly—is equally 
effective in hard and soft water. In fact, it’s an excellent 
water softener. 


One ounce of Reliance Solvent makes one gallon of fast- 
acting solution—a solution usable again and again. The 
handy sized 5 pound package contains enough Reliance 
Solvent to make 80 gallons of efficient, safe, economical 


cleansing solution. 
Try This Big 5-Ib. Container! 5 00 Package 
(MAKES 80 GALLONS) 


Full Satisfaction Guaranteed 
In Dozen Lots, $4.00 Package 
ORDER DIRECT FROM 
V Mueller ano Company 
Everything For Surgery Since 1895 
408 So. HONORE ST. CHICAGO 12, ILLINOIS 














LOOKING AHEAD 
with the 
AMERICAN JOURNAL OF NURSING 


Coming along as it will at the very time 
when hospital administrators are scrutinizing 
more carefully than ever before their hospital 
insurance rate schedules; MEDICAL CARE 
INSURANCE, in the June Journal, will 
provide many welcome new data for your 
consideration and guidance. Be sure you set 
aside fifteen minutes for a careful reading of 
this useful report. 

Among thirty other features in this soon-to- 
come issue, we also recommend that you bring 
to the attention of your entire nursing staff the 
following special articles. 


HEPATITIS: a medical and nursing sym- 
posium covering diagnosis, treatment, care 
and after care. 


EARLY RISING IN POSTOPERATIVE 
CARE 

DRYING OF PLASTER CASTS 

EDUCATORS APPRAISE NURSING 


Contributing, as each of these papers will, 
recent advances and newly evolved short cuts, 
they will serve to remind you, once more, that 
the American Journal of Nursing is today and 
always the most complete and dependable 
source of information covering constructive 
current experience and forward-progress in 
the nursing field. 

If your hospital is not already a subscriber, 
you are invited to complete and return the 
convenient coupon below. 


THE AMERICAN JOURNAL OF NURSING 
1790 Broadway, New York 19, N. Y. 


Please enter the following subscriptions: 


One year $3.00 0 
Two years $5.00 0 


Two or more one-year 
subscriptions at $2.50 each 
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TAFT BILL ASKS NATIONAL HEALTH 
AGENCY TO PROVIDE INDIGENT CARE 


(From the Washington Service Bureau) 


A bill to coordinate the health 
functions of the federal government 
under a national health agency, 
and to provide for medical and 
dental care of the indigent, was in- 
troduced by Sen. Robert Taft, May 
g, as S.2143 and referred to the 
Senate Committee on Education 
and Labor, which is currently hold- 
ing hearings on S. 1606, the Wag- 
ner-Murray-Dingell bill. 

Although Senator Taft’s proposal 
is intended as a substitute for 
S. 1606 it is unlikely that it will be 
considered by the committee dur- 
ing the present session of Congress. 
If fall elections strengthen the con- 
servative elements in Congress, Sen- 
ator Taft’s approach to health 
problems may be significant. 

S. 2143 proposes that a national 
health administrator should admin- 
ister a national health agency that 
would include: 

1. Office of the Administrator 

2. Public Health Service 

3. Food and Drug Administration 

4. Office of Vocational Rehabilitation 

5. Office of Maternal and Child Health 

6. Office of Health Statistics 

7. Such other units as the administra- 
tor may find necessary. 

Senator Taft estimated that his 
program would cost $700,000,000 
annually. Unlike S. 1606, his bill 
does not attempt to provide federal 
compulsory coverage for everyone. 
An annual appropriation of $200,- 
000,000 would be authorized for 
grants to those states which submit 
a plan designed to provide: 

(a) Hospital services, surgical 
services, and medical services in 
hospitals, clinics, or similar institu- 
tions, for all those families and in- 
dividuals in the state having insuff- 
cient income to pay the whole cost 
of such services.” 

Allotments would be according 
to a formula based upon state pop- 
ulation, per capita income and tax- 
paying ability. The surgeon gen- 
eral might make necessary regula- 
tions, but specifically would be de- 
nied any supervision over admin- 
istration, personnel, maintenance 
or operation of the health services. 

“Such (state) plan may also pro- 
vide for the furnishing of such 
services to such families and indi- 
viduals by means of payments of 
premiums or partial premiums by 
the state, in behalf of those families 
and individuals unable to pay the 
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whole cost of such insurance, to any 
voluntary health, medical, or hos- 
pital insurance fund operated not 
for profit,” the bill states. 

“In other words,” said Mr. Taft 
in introducing the bill, “instead of 
providing medical aid directly, the 
state may pay the premiums of a 
voluntary health insurance fund.” 
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Major Associations 
Tell Opposition to 
Murray-Wagner Bill 


(From the Washington Service Bureau) 


Hearings before the Senate Com- 
mittee on Education and Labor on 
S. 1606—the Murray-Wagner-Din- 
gell bill—are expected to be con- 
cluded by June 7. On May 6 rep- 
resentatives for the three national 
hospital associations testified in op- 
position to the bill’s main feature 
calling for federal compulsory 
health insurance. 

The Rev. John G. Martin, past 
president of the American Protes- 
tant Hospital Association, in stat- 
ing his opposition declared that 
“the psychological aspects of hos- 
pital and health care resulting from 
its very personal nature have been 
completely overlooked. . . . There 
would be a strong tendency to sub- 
stitute adherence to the standards 
fixed by the governmental agency 
in place of concern for the patients’ 
welfare.” 

The Rev. Alphonse M. Schwital- 
la, S.J., president of the Catholic 
Hospital Association, strongly criti- 
cized the compulsory nature of the 
bill and sought to “focus attention 
upon the desirability of facilitating 
in some way by administrative pro- 
visions the use of private agencies 
in the public health program and 
of explicitly providing in the bill 
for such cooperation with the pri- 
vate agencies.” 

The complete testimony of John 
H. Hayes, president-elect of the 
American Hospital Association is 
reprinted in this issue (see page 
72). 

Expressing disagreement with 
Rev. Schwitalla, the Rev. R. A. Mc- 
Gowan, director, Department of 
Social Action, National Catholic 
Welfare Conference, urged univer- 
sal coverage of all citizens against 
the hazard of illness, but expressed 





disapproval of the administrative 
procedure set forth. 

Father McGowan stated, “In de- 
claring ourselves in favor of a na- 
tional health program and health 
insurance we are not doing so be- 
cause we consider that the govern- 
ment has the responsibility to take 
over all the obligations of the in- 
dividuals to care for their own 
health or to control the doctors and 
hospitals whose function is to pro- 
vide medical and hospital care. Just 
the contrary. 

“But governmental authorities 
have the duty of supplementing the 
failures of individuals to care for 
their health and even compel them 
to live up to their obligations and 
to assist the medical and hospital 
professions to fulfill their social 
functions. We maintain a real if 
limited freedom of both individ- 
uals and the medical and hospital 
professions.” 
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Medical Profession Shows 
Population Increase in 1945 


There were 5,707 additions to the 
ranks of the medical profession in 
the United States and possessions 
in 1945, according to an April 11 
report in the Journal of the Ameri- 
can Medical Association. During 
the year 3,815 physicians died; thus 
the physician population net in- 
crease amounted to 1,892 persons. 

Increases in the number of physi- 
cians registered in 1945 as com- 
pared to 1944 were especially no- 
ticeable in Arkansas, California, 
District of Columbia, Florida, IIli- 
nois, Indiana, Iowa, New Jersey 
and the possessions. 

More pronounced decreases in 
registration occurred in Georgia, 
Kansas, Kentucky, Maryland, Mich- 
igan, Mississippi, Missouri, Ne- 
braska, Ohio, Pennsylvania and 
Virginia. 
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Ontario Officers Elected 


Dr. L. J. Crozier, superintendent 
of Victoria Hospital, London, was 
elected president of the Ontario 
Regional Hospital Conference Dis- 
tricts 1 and g, at the first meeting 
of the group, held in Brantford, 
April 26. 

Other officers elected were Hor- 
ace Atkin, superintendent of Metro- 
politan General Hospital, Windsor, 
vice-chairman, and Jessie Wilson, 
R.N., administrator of Brantford 
Hospital, secretary-treasurer. 
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When the nurse seals a necklace or 
bracelet of Deknatel Name-On-Beads 
on the baby at birth, all chance of a 

mix-up vanishes. Made in U. S. A., these 


attractive, sanitary identification beads 





carry the baby surname indestructibly. Not 


= affected by washing or sterilizing, and can- 


Courtesy 






not be accidentally displaced. 
Lroollyn Hospital 

























J. A. Deknatel & Son, Queens Village 8, (L. 1.) N. Y. 
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DE KNATE “‘NAME-ON” BEADS 


Every Hospital needs these books 





























HOSPITAL— 

RELATIONS No. 1025 Bassi- 

By Alden B. Mills, nette with Cab- 

Formerly Managing Editor, inet base. 

The MODERN HOSPITAL Height incl. 

An OUTSTANDING BOOK ... (of Atlasite cas- 

interest to the governing body, the ters, 38 in.; 

medical staff, the administrator- width 16!/, in.: 

in-fact, to anyone interested in | h Pa, 

hospital work.) Contains 14 Com- ength, 31 in. 

prehensive Chapters on such topics Three compart- 

as: The Need for a Public Rela- ment cabinet 

tions Program; Influencing Public full idth d 

Opinion; Good Hospital Service, ull width an 

etc. 384 pages—16_ illustrations. length within 

Per copy, only $3.75. SEND TODAY! frame, II in. 

high. Basket is 

| in. above 

MEDICAL STAFF IN THE HOSPITAL frame; can be 

by Thomas R. Ponton, M.D., Ed., Hospital Management. A com- tilted either 

plete, clearly written book which solves the problems of the way with safety. 

Hospital and its medical staff. $2.50. Rust- resistant 

‘Hospital —_ gal mga SECOND EDITIONS IN treated, fin- 

E n, itor, : : 

Mle Modern Hospital, $3.75. PREPARATION ished in Hard 

The Flame Burns Bright — by Hespitel Organinetion end Men- Baked Enamel 

Patsy Nilan Mills. Half hour dra- agement—by Malcolm T. Mac- in white or any 

matic pageant. 5 copies. $5.00. Eachern, M.D. Over 1000 pages. plain color. 

IN PREPARATION Medical Records in the Hospital 
NEW BOOK ON PURCHASING, —Malcolm T. MacEachern, M.D. 


: 3 eee 
: in Manual for Medical Records Li- 
Oy are Veksue Cane™ brarians—by E. K. Huffman, R.R.L. FRANK A. HALL & SONS 
land, Ohio. Makers of “'Lastingly Rigid’' Hospital Beds 
NOTE! The above books sent postpaid in U. S. A. if remittance General Office Showrooms 
accompanies order. 120 Baxter St 200 Madison Ave. 
. (Entrance on 35th St.) 


PHYSICIANS’ RECORD CO. gtwepaenss wcteten: ance on 5 
PUBLISHERS were FORM 
161 WEST HARRISON ST., CHICAGO 5, ILLINOIS 
































The first postwar convention of 
the Association of Western Hos- 
pitals, held May 14-16 in Los An- 
geles, was pitched to a theme of 
“The Hospital of Tomorrow.” Reg- 
istration totalled 1,700. 

Under the general supervision of 
President C. G. Salsbury, M.D., 
seven general assemblies were con- 
ducted. The subjects and speakers 
were: 

“Charting Our Course’—Dr. Sals- 
bury, Dr. Malcolm T. MacEachern, 
Frank J. Walter. 

Construction —Thomas R. Pon- 
ton, M.D., Donald C. Smelzer, M.D., 
Robert Stanton (architect), Ritz 
E. Heerman. 

Public Relations—Alden B. Mills, 
Ralph G. Walker, Thomas P. 
Langdon. 

Personnel Management — J. M. 
Zimmerman, William P. Butler. 

Personal Services — Lucile Petry, 
Clifford W. Mack, Elizabeth E. 
Starr, Mrs. Myrtle Silver, E. I. 
Erickson. 

Medical Services — Wilton M. 
Halverson, M.D., Jesse L. Carr, 
M.D., Peter D. Ward, M.D., Otis 
Whitecotton, M.D., J. A. Katzive, 
M.D. 

Factors in the Cost of Hospital 
Care—Howard B. Hatfield, C. Rufus 
Rorem, William S. McNary, George 
Bugbee. 

Sectional meetings were con- 
ducted by and for: Accountants 
and administrative assistants, aux- 
iliaries and volunteer workers, dieti- 
tians, executive housekeepers, med- 
ical record librarians, nurse anes- 
thetists, physiotherapists, and pub- 
lic hospitals. 

Horace C. Turner, administrator 
of Deaconness Hospital, Spokane, 
Wash., was chosen president-elect. 
Other officers are: 








HOSPITALS OF THE FUTURE THEME OF 
WESTERN CONFERENCE ANNUAL MEETING 


First Vice President, Ralph W. Nel- 
son, administrator of Portland (Ore.) 
Sanitarium and Hospital; second vice 
president, J. H. Jenkins, administra- 
tor of Latter Day Saints Hospital, 
Salt Lake City, Utah; treasurer, R. R. 
Brisbane, director of Sutter Hospital, 
Sacramento, Calif. 

Mr. Heerman, superintendent of 
the California Hospital, Los An- 
geles and a trustee of the American 
Hospital Association, will take of- 
fice as president on November 1 
and serve for a year thereafter as a 
result of by-law changes altering 
the fiscal year. Thomas F. Clark 
continues as executive secretary. 

In conjunction with this conven- 
tion, the Western Conference Cath- 
olic Hospital Association also held 
its eighteenth annual meeting with 
the theme: “Hospital Leadership in 
Modern Social Planning.” 

At a business meeting of the 
Association of California Hospitals 
May 13, the following officers were 
elected: 

President-elect, Dr. Katzive, direc- 
tor of Mount Zion Hospital, San 
Francisco; first vice president, George 
J. Badenhausen of Harriman Jones 
Clinic-Hospital, Long Beach; second 
vice president; Paul C. Elliott, Holly- 
wood Presbyterian Church; treasurer, 
J. S. Rafter, superintendent of Rich- 


‘mond Hospital. Arthur J. Will, super- 


intendent of charities, Los Angeles 
County, succeeded Charles A. Wor- 
dell, manager of Children’s Hospital, 
San Francisco, as president. 





Nurses Change Magazine 


The quarterly bulletin, Penn 
Points, issued by the Pennsylvania 
State Nurses’ Association has been 
completely revamped. Beginning 
in April the magazine will be 
published ten times a year under 
its new name, The Pennsylvania 
Nurse. 





Glyco-HCI 


(Pronounced gly-ko aitch see ell) 


Mitnaehae replacement therapy in achlorhydria and 


hypochlorhydria. 


In bottles of 50, 100, 500 cap- 


sules for clinic prescription and private use. 


Physician’s sample on request 


Burnham Soluble lodine Co., Auburndale 66, Boston, Mass. 








Revise Restrictions 
On Materials for 
New Construction 


(From the Washington Service Bureau) 


With increasing shortages of 
building materials evident, the re- 
cently imposed Civilian Production 
Administration’s construction re- 
strictions are being realigned. Con- 
trols affecting construction, mate- 
rials allocation and house sale 
prices are being brought into the 
priorities pattern. 

Machinery and equipment which 
are not considered mechanical 
equipment and which may be in- 
stalled without regard to the provi- 
sions or the order, so long as no 
alteration to the building is re- 
quired, include automatic fire pro- 
tection sprinkler systems, control or 
testing equipment used in a hos- 
pital, escalators, elevators and dumb 
waiters, food warming, dishwashing 
and food preparation equipment, 
stokers, and hospital equipment 
such as x-ray machines and operat- 
ing tables. 

Early reports from the Bureau of 
Construction, CPA, indicate that 
applications for building permits 
involving expenditures of more than 
$1,000,000 are examined closely by 
the Washington office. Four of five 
applications for hospital construc- 
tion in this price category have 
been approved. Approval has been 
granted to: 

East Tennessee Baptist Hospital, Knox- 
ville, Tenn., for a new 200-bed hospital. 
The CPA survey demonstrated that the 
area to be served was 1,200 beds short of 
requirements for public health and safety. 

Jacksonville State Hospital, Jacksonville, 
Ill., for a 7o-bed addition which will be 
used for the care of mental cases of eligi- 
ble veterans. 

Memorial Hospital, Houston, Texas, for 
a seven story building for school and 
dormitory for nurses. The project was con- 
sidered non-deferrable because of danger- 
ously inadequate housing facilities for 
student nurses. 

Memorial Hospital for Treatment of 
Cancer and Allied Diseases, New York 
City, for addition to existing facilities of 
the city sponsored hospital. This applica- 
tion received extra consideration because 
the Navy has full use of its facilities. 


Application for a 270-bed hos- 
pital at High Point, N. C., was de- 
ferred until a later date. It was in- 
dicated by CPA officials that the 
area to be served now has a ratio 
of more than 4.5 beds per 1,000 
population. 
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Streamlined—Noiseless 


CURTAIN CUBICLES 


E38 The initial cost of Capital Cubicles is the 
lowest in the market. There are no maintenance costs 
to consider! 


ELSE Any mechanic can install Capital 


Cubicles. They are delivered complete, each cubicle 
and curtain numbered... with plan sheet and detailed 
instructions. If desired, we will make installations at 
nominal cost. 


TUTE dag led eee Capital Cubicle’s 


patented features prevent hooks from catching or 
jamming, and assure quick, quiet and dependable 
operation. 


OME Sete Curtain hooks operate inside the 
track. They cannot scratch finished surface...and 


cannot be removed or lost! 


COLO Capital Cubicles are smartly stream- 
lined in appearance. Metal parts are of sturdy brass 
tubing and bronze fittings, finished with heavy chrome 
plate. The curtains, non-transparent and sanforized, 
are available in white and restful, fast colors; sub- 


stantial rust-proof eyelets will not pull out or stain. 


the cloth. 


WRITE FOR INFORMATIVE, 
ILLUSTRATED FOLDER J-3 


- 


dicating beds as shown. 





. « include rough 
sketch of rooms in- 


We will submit plans, 
specifications and cost. No 


obligation, of course! 


CAPITAL CUBICLE CO., INC. 


213—25th ST., BROOKLYN 32, N. Y. 


TEL, SOUTH 8-9365 © AGENTS IN PRINCIPAL CITIES 
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ail No. MA723 ; 
$27.75 “sl $12.00 Ea. ape. 
$18.10 Ea. 


Hasce . Royal 


Square Tubing Chairs 


Electrically welded tn sin- 
gle rigid unit. Upholstered 
seats. Baked-on Enamel: 
Walnut Brown, Olive Green 
or Mahogany. 
| Upholstery colors: Opal 
= Green and Antique Red, 
| Ivory, Blue, Tan and Brown, 


No. MA702__-F:O.B. 


iz No. MA7I3 
See $19.95 Ea. pind 


Factory $13.95 Ea. 


All Steel 
Construction 


Dual crank permits easy 
operation from either side. 
3 Pc. ‘‘Abuse-proof" biack 
Cafolite Top- Center sec- i 
tion adjustable io all desired 
erage has disappearing 
ook lip. Top: I3''xlé'. 3 
Height adjustment 32I/2"x = 
47", Clearanc2 insde 39°, | 
Swiveling 2" casters. 


Walnut Brown 
or White Enamel 





No. M.A.605B 
Cafolite Tops 


$43.75 


F.0.B. Factory 
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#1 Harold in the “Heart 
“1 of New York” .. » 
“4 the World’s largest 
4 market .. . offers a 
complete line of In- 
stitutional Furniture 
and Equipment, Dieti- 

41 tian Utensils, etc. 


Write for 
General Catalog 





All Steel 
Dressing and 
Utility 
Carriage 


5 soft tread noiseless rubber wheel 
ball-bearing casters. Finished in alu- 
minum. Will hold 4 standard serving 


trays. 
SPECIAL PRICE 


No. MA9910 $24.75 
Reg. $37.50 Value 
F.O.B. Ill. Whse. 
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Annual State Meeting Held 
By Louisiana Association 


Dr. Paul Kurzweg, superintend- 
ent of Lafayette Charity Hospital, 
was installed as president of the 
Louisiana Hospital Association at 
the annual meeting of the associa- 
tion May 2-3 in Shreveport. 

Newly elected officers are: PRESI- 
DENT-ELECT, Dr. Lewis E. Jarrett, di- 
rector of Touro Infirmary, New Or- 
leans; SECRETARY-TREASURER, R. E. 
Blue, business manager of Tri-State 
Hospital, Shreveport. 








INSTITUTIONAL MEMBERS 


FLORIDA 
Marianna—Jackson Hospital 


ILLINOIS 
Chicago—Board of Hospitals and 
Homes of the Methodist Church 
Chicago—Hazel Crest General Hospital 
Chicago—National Society for Crippled 
Children and Adults, Inc. 


KANSAS 
Belleville—Patterson Memorial Hos- 
pital 
MINNESOTA 


Mahnomen—St. Anthony’s Hospital 
Minneapolis—The Sheltering Arms 





CURRENT LISTING OF NEW MEMBERS 
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SEPTISOL 


SOAP DISPENSERS 


Surgeons say the foot oper- 
ated Septisol Soap Dispenser 
is the most convenient and 
most practical soap dispens- 
ing method. It’s foot oper- 
ated. That means both hands 
are free. No danger of con- 


tamination because hands do not touch dispenser. 


A slight touch of foot releases the correct amount 
of soap (from a few drops to a full ounce.) No soap 
waste. No wasteful dripping. Built for lifetime ser- 
vice—lifetime beauty. The beautiful streamlined 
plastic top and foot pump base stays clean and 


bright. 3 models—Wall Type; Single Portable; 


SEPTISOL SURGICAL SOAP 


... is scientifically prepared from a blend of fine 
vegetable oils. Made especially for use in scrub-up 
rooms. It lathers to a smooth creamy richness help- 
ing to eliminate danger of infection and roughness 
that come from use of harsh, irritating soaps. Best 
on the market for scrub-up room use. 


VSSTAL Nc 


ST. LOUIS NEW YORK 





















St. Paul—Mounds Park Hospital 


MISSISSIPPI 
Gulfport—City and County Hospital 


NEW YORK 
Monticello—Hamilton Avenue Hospital 


OHIO ; 
Cincinnati—St. Francis Hospital 
Cleveland—The Salvation Army Booth 
Memorial Hospital 
ae * aed District Tuberculosis Hos- 
pita : 
Marion—Marion City Hospital 
Painesville—Lake County Memorial 
Hospital 
Youngstown—Mahoning Tuberculosis 
Sanatorium 


OKLAHOMA 
Elk City—Community Hospital 


TEXAS 
Denison—Madonna Hospital 


CANADA 


Ottawa, Ontario—Department of Na- 
tional Defence (Army) 


PERSONAL MEMBERS 


Bertha, Sister M., Supt., St. Mary’s Hos- 
pital, Athens, Ga. 

Black, Herbert A., M.D., Med. Dir., 
Parkview Hospital, Pueblo, Colo. 

Clark, Joe F., Jr., Admin., Wichita Gen- 
eral Hospital, Wichita Falls, Texas 

Farley, A. W., Asst. to Mgr., Veterans 
— Hospital, Danville, 


Kent, Marion G., Exec. Secr., Washing- 
State Nurses Association, Seattle 


Lane, Arnold S., Supt., Point Pleasant 
Hospital, Point Pleasant, N. J. 
Liswood, Louis, Supt., National Jewish 
Hospital, Denver 
Logan, Carrie M., Dir. of Nrsg. Serv., 
— Memorial Hospital, Atlanta 3, 
a. 


Maher, Robert A., Rev., Dir. of Hosps., 
Toledo Diocese, Toledo, Ohio 

Meister, Karl P., Exec. Secr., Board of 
Hospitals and Homes of the Meth- 
odist Church, Chicago 11 

Murphy, Robert M., Admin., Columbus 
City Hospital, Columbus, Ga. 

Murray, Rev. Alvin W., Mem. Bd. Tr., 
Grace Hospital, Hutchinson, Kans. 
Nelson, Arthur A. R., Supt., Swedish 

Covenant Hospital, Chicago 

Oleott, Virginia, Dir. Div. of Hosps., 
University of Wash. School of Nurs- 
ing, Seattle 

Pontow, R. A., Bus. Mgr., University of 
Colo. School of Medicine and Hosps., 
Denver 

Potter, Ellen C., M.D., Mem. Bd. of Cor- 
porators, Woman’s Medical College of 
Pa., Philadelphia 

Renkel, H. W., Purch. Agt., St. Mary’s 
Hospital, Evansville, Ind. 

Sloan, Timoxena, Dir. Nrsg. Edu., Grady 
Memorial Hospital, Atlanta, Ga. 

Thompson, Shirley M., Supt., Doern- 
becher Memorial Hospital, Portland, 
Ore. 

Thornton, Marion, R.N., Asst. Supt., 
Washington Minor Hospital, Tacoma, 
Wash. 

Vincent, G. E., Asst. Treas., House of 
the Good Sam., Watertown, N. Y. 
Walker, James H., Dist. Megr., Good 
Samaritan Hospital, Sterling, Colo. 
Wheeler, E. Todd, Assoc. Arch., Illinois 
Research and Educational Hospitals, 

Chicago 

Whitlaw, May, R.N., Supt., City-County 
Hosp. LaGrange, Ga. 

Woolsey, B. C., Supt., Soldiers & Sailors 
Mem., Wellsboro, Pa. 

Wright, Earl S., Vice-Pres., 
(Vt.) Hospital 

Wynne, Charles V., Asst., Dir., Grace- 
New Haven Comm. Hosp., New Haven, 
Conn. 

York, Karl H., Admin., Arlington (Va.) 
Hospital . 

Zimmerman, E., Admin., Elkhart (Ind.) 
General Hospital 


Rutland 
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Sponsors Announced 
For National Mental 
Health Foundation 


A list of 32 persons, including 
Dr. Thomas Parran, Eleanor Roose- 
velt, Reinhold Niebuhr and other 
nationally prominent men and 
women have been named as spon- 
sors of the National Mental Health 
Foundation. The announcement 
was made by Owen J. Roberts, for- 
mer Supreme Court Justice and na- 
tional chairman of the foundation. 

The foundation, according to its 
charter, has been developed to help 
interpret the nature of mental ill- 
ness and mental deficiency to the 
public, to cooperate with others in 
the promotion of mental health 
and to seek higher standards of care 
and treatment in mental hospitals. 

According to Justice Roberts the 
foundation already has made some 
progress in meeting its objectives. 

First draft of a model mental 
health law based on a survey of 
laws pertaining to mental illness in 
more than 30 states is being pre- 
pared and will be distributed to 
legislators and health administra- 
tors when completed. The founda- 
tion is preparing training material 
for hospital personnel and is com- 
piling several series of leaflets 
and pamphlets interpreting mental 
illness. 

Each project in the foundation’s 
program is under the advisory guid- 
ance of trained psychiatrists, hos- 
pital administrators and lawyers. 
Foundation headquarters are in 
Philadelphia and Leonard Edel- 
stein is executive secretary. 





++ 


Drive for Funds Begun 


A $150,000 fund raising cam- 
paign to provide a building for the 
nursing school of the Admiral Bris- 
tol Hospital, Istanbul, Turkey, was 
announced late in April. 

The hospital, formerly called the 
American Hospital of Istanbul, was 
founded in 1920. It is governed by 
a board of directors in the United 
States and a board of managers in 
Istanbul. 





A CORRECTION 
Mount Zion Hospital was inad- 
vertently identified as being in 
Seattle in a news story carried in 
the May issue of Hospirats. The 
hospital is located in San Fran- 
cisco. 
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From our No. 47 Flyer Catalog, we show here a few 


models, especially adapted 


that are available for reasonably prompt delivery. 








aay. 






















Pioneers in 
Lighting Equipment 
... Since 1880 


for institutional use, 








EXAMINATION 
LAMP NO. 3805 


Controlled light where needed. 
Flexible arm. Adjustable 30"' to 
60". White enamel and chrome 
or statuary bronze. 


NO. 153A 








Flexible- 
ADJUSTABLE-ARM a desk 
DESK LAMP NO. 1989 amp. 
Swings right or left. Horizontal extension. 
Clamps fo desk or table. Also available in 
floor stand model. 
"3.W AY" 
UTILITY 
INDIRECT FLOOR LAMP 
pagan LAMP pang direct, con- 
a pS CA 
night light. 


Louver type. Height, 65''. Beau- 
tiful bronze or chrome finish. 






























FLUORESCENT 
DESK LAMP NO. 3054 


Adjustable Louvered shade. Rippled 
bronze and gold finish. 


If you have not received our No. 47 Flyer 
Catalog, write us at once for your copy. 





DECATUR, ILEINOIS 


JF AUWES Manufacturing Company 
















GUARDSMAN 
DESK LAMP 
NO. 2223 


Indirect desk lighting that 
prevents eye-strain and fa- 
tigue. Statuary bronze finish. 
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Milwaukee Auditorium, Milwaukee, Wisconsin, where Catholic 
Hospital Association Convention will be held, June 10-13, 1946 


HIA Member Firms welcome this opportunity 
of renewing old friendships and presenting 
up-to-the-minute data on newest hospital 


equipment, supplies and services. 





Now, more than ever, technical guidance is ) 

H. I A. traine dexpertsgl dro ter | : a ” pete your pice ee 

po linet aay ine PB in planning for future progress. So, again 
throughout the Convention you will find 

HIA lapel buttons on experts, happy to serve 
you in this critical period of planning... and 


: HIA seals will identify exhibits of member firms. 
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HOSPITAL INDUSTRIES 
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McGILL SUMMARY ON COMMODITIES: 


Strike Issue Still Dominates 


HAT ACTION should be taken 

Ww to cope with today’s unset- 
tled labor conditions? 

First, with many more strikes 
scheduled for the next go days un- 
less wage increases are granted, 
strong action is necessary—such as 
a law eliminating all strikes for a 
year at least, at the same time em- 
phasizing the necessity of adjusting 
wage rates along the lines of the 
pattern set by the terms of the steel 
industry. In this manner there 
would be no discrimination or 
favoritism. 

Strikes could easily cause a set- 
back of disastrous proportions and 
lead us to an unbalanced economy 
from which sound recovery would 
be almost impossible. The unions 
must realize that if any settlement 
or new agreement does not benefit 
the masses then each individual 
member of the union is ultimately 
handicapped. The strike issue 
should not be allowed to grow 
worse. 

Second, wage increases cannot be 
granted without increases in the 
general price level. Forget the word 
“inflation” and view the situation 
strictly from a commonsense angle. 


H. N. McGILL 
EDITOR McGILL COMMODITY SERVICE 
AUBURNDALE, MASSACHUSETTS 


as the amount in circulation has 
jumped from $6,328,000,000 in ear- 
ly 1938 to $27,873,000,000 in March 
of this year. This huge amount of 
money in the hands of the public is 
the direct result of war production. 
Now with the war over, promiscu- 
ous spending is no longer neces- 
sary. There is plenty of money in 
circulation to constitute a _pro- 
longed abnormally heavy demand 
of all types of goods for replace- 
ment purposes. 

Fourth, stop kidding the public 
that there can be substantial de- 
creases in taxation over the next 
few years. There is hope that the 
national budget can be balanced, 
but remember, our national debt 
is up to $276,012,000,000 as com- 
pared with $37,500,000,000 in early 
1938. Consequently, the first five to 
six billion dollars collected annu- 
ally must go to support the debt. 

Fifth, men who are not familiar 
with the characteristics of each 
commodity and industry cannot 
possibly set a fair maximum price 


and hardships. There is no ques- 
tion that price ceilings were com- 
pulsory during the life of the war, 
but the measure has proved a dis- 
mal failure since V-J Day. Lagging 
production and an unprecedented 
amount of black market operations 
are mute testimony to this fact. 


COMMODITY PRICE TRENDS 


It is always of interest to note speci- 
fically the developments in the cyclical 
movements of commodity prices. The Mc- 
Gill Composite Index currently stands 81 
per cent above August, 1939. As is always 
the case, the general upswing is lacking in 
uniformity. The Industrial Index since 
prewar has advanced 57 per cent; agri- 
cultural products, 113 per cent; livestock, 
138 per cent; building materials, 61 per 
cent; chemicals, 15 per cent; fuels, 50 per 
cent; hides and leather, 41 per cent; non- 
ferrous metals, 31 per cent; ferrous metals, 
17 per cent; paint materials, 87 per cent; 
paper and pulp, 52 per cent; fine textiles, 
116 per cent; coarse textiles, 104 per cent; 
vegetable oils, 132 per cent. 


Drugs and Chemicals—Coal is extremely 
in the production of chemicals, as under 
normal conditions more than 2 per cent 
of the total output of coal is utilized in 
the chemical industry. Already production 
schedules have declined, ranging from 15 
to 30 per cent, and further decreases are 
inevitable. Even after the strike is settled, 
several weeks will elapse before produc- 
tion is restored to prestrike proportions, 
and even longer before coal will reach 
consuming channels in volume. Hence, 
the supply status of both heavy and light 
chemicals is destined to grow more acute 
between now and June 1. 


Paper Products—The paper industry 
utilizes 2 per cent of all the coal produced 
in normal times. This means that produc- 
tion schedules will be subject to a con- 
traction at least of moderate proportions 
















Every industry knows its costs—in without causing maladjustments over the course of the next few weeks. 
raw materials, transportation, oper- 
ations and the like. After costs are 
figured there must be a profit or MONTHLY INDICES FOR HOSPITALS 
there is no incentive to produce. May May May May May May May May = Apr. May 
Eliminate any obstacles which in- _ = roy 7 “a nz! on cant 1945 1946) = 1946 
. ; ; ALL COMMODITIES? ...... 69.7 67.6 , i : : -1 109.0 115.4 = =115.7* 
terfere with a healthy profit mar- industria! 12.5 11.5 16.6 85.9 944 96.9 1004 102.6 111.3 111.5" 
gin. We do not fear profiteering to — Agricultural’ =. 57.0 56.4 64.3 _ B = 101.9 105.0 113.0  113.3° 
LIVESTOCK’ ___. parece 72.7 68.5 62.0 81.6 118.5 127.8 117.3 132.7 133.3  133.8* 
ay nn See ee a GSE 72.1 68.2 1-4 79.5 98.9 110.5 105.0 107.0 110.0  110.3° 
company that raises prices out Of — Factory Employment... —- 96.0 102.1 128.6 148.9 175.8 °169.1 153.6 124.2e 118.0 
the realm of reason will eventually ae Fie —— 93.7 105.8 161.3 230.1 330.4 339.2 307.0 211.0e 202.1e 
be black-balled. Industry is not Cost of Living? 100.9 99.1 99.8 102.9 116.0 125.1 125.1 128.1 130.3e 130.5e 


IMcGill Index—1926=100 
*Bureau of Labor Index 


Food—1926=100 
\ 19397=100 


*Latest Index (weekly) 


looking just at tomorrow, but also Ph orca 


at the years ahead. 
Third, the government should 
stop increasing the money supply, 


Employment 
Payrolls 
Cost of Living 
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PURCHASING 


The setback occurs at a time when de- 
mand is of overwhelming proportions. 

One thing is certain: that practically all 
basic materials will remain in extremely 
short ‘supply throughout the balance of 
this year and extending into 1947. The 
disruption of the normal movement of 
paper through trade channels reflecting 
the purchase of paper mills by large con- 
sumers is becoming more and more ev- 
ident. The inevitable conclusion is that 
production will not be able to catch up 
with demand for a long time to come, and 
equally important, price revisions upward 
are in the making, necessary to offset 
higher producing costs. 


Cotton Goods—As is the case with almost 

















every other commodity, it appears that as 
fast as one deterring effect upon produc- 
tion is removed, another evolves to further 
hamper production and prolong again 
the return of normal conditions. First, 
the normal flow of goods was interrupted 
by the unprecedented demand for output 
by the armed forces. Then, with the ces- 
sation of hostilities and an expected flow 
of items into the civilian market, output 
was practically halted by various price 
irregularity, and upon receiving adjust- 
ments necessary to stimulate production, 
the factor of inflated raw cotton prices en- 
tered the picture. Now the coal strike ap- 
pears like a blight on all industries, halt- 
ing not only the movement of goods but 





Suppliers of surgical equipment, 


instruments and supplies to the 


medical profession since 1860. 


A. S. ALOE COMPANY e 


132 


1831 


Olive St., St. Louis 3, Mo. 





resulting in complete shutdown in many 
cases. 


Bituminous Coal—The worst is yet to 
come. The far-reaching effects of the ca- 
lamitous coal strike will not be realized 
until after the strike is over. The loss in 
coal production will soon be over the 
75,000,000-ton mark. The exact effect upon 
over-all production of items ranging from 
automobiles to zippers cannot be meas- 
ured in figures, but the consequences are 
apparent. The setback occurs at a time 
when practically no inroads have been 
made in replacement demand since V-J 
Day. 

Months will be required to restore coal 
and industrial production to more normal 
levels. Due to the increasing wage rates 
and an increase in freight rates, coal prices 
are on the eve of a sharp mark-up. 


Fuel Oil—The underlying trend of 
stocks—residual as well as distillate—is 
now on the upward trek. There is a good 
chance that price control measures will 
be abolished in the relatively near future. 

Subsequently, there will undoubtedly be 
some moderate strengthening in the price 
status, reflecting higher costs from the 
standpoint of labor and transportation. 
However, taking into consideration a sim- 
ilar boost in coal prices, the price advan- 
tage is likely to moderately favor oil. Our 
position is that over the next half decade 
there will be a definite shift from solid to 
liquid fuels. 


Gasoline—Both production and _ stocks 
are holding up, and the stage is set for 
more intensified competition. In the wake 
of any removal of gasoline price controls 
we anticipate a moderate price increase, 
justified in part by high producing costs. 


Groceries—Standard groceries will be in 
adequate supply. A new crop season is 
under way and is off to a comparatively 
auspicious start. Barring unforeseen de- 
velopments such as a drought, we can 
count on another year of record breaking 
output. Prices, however, will not be sub- 
ject to any weakness. 


Butter—It requires a dyed-in-the-wool 
optimist to anticipate any fundamental 
betterment in the supply-demand ratio. 
Production has sagged drastically to new 
lows compared with former years. Govern- 
ment set-asides make important inroads. 


Cheese—Although prices are ruling 
higher than a year ago, production has 
tapered off. This is true of dairy products 
in general. Cold storage holdings stand 
sharply below the average of the past half 
decade. Demand will continue extremely 
aggressive from a world standpoint as well 
as domestic. The upward swing in pro- 
ducing costs has not run its full course. 

Eggs—The goal is to cull during May 
and June at least one out of every seven 
birds in the nation’s laying flocks. On the 
surface, egg supplies appear adequate. 
Cold storage holdings have forged ahead 
at an extremely rapid pace, and stocks of 
frozen eggs are sharply above the normal 
complement. 
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ALBUMINTEST 
Simple, Reliable Tablet Test 
For Qualitative Detection of Albumin 


NON-POISONOUS NO HEATING NON-CORROSIVE 


Adapted to both Turbidity and Ring methods of testing. 
Bottles of 36 and 100. 
A companion to Clinitest—Tablet Method for Urine-Sugar Analysis. 


AMES COMPANY, INC. 
ELKHART : INDIANA 














Be sure of Sanitation 
with 


JACKSON DISHWASHERS 


Sanitation is essential in your hospital. 
You can be sure that your dishes, glasses 
and silverware are completely cleansed 
and sanitized—stay bright and sparkling— 
in a modern JACKSON DISHWASHER. And 
JACKSON gives you fast, 
efficient operation, great 
savings of hot water, 
saves many hours of 
labor. 


FOR CLEAN 
SANITARY DISHES 


EASY TO INSTALL 
ECONOMICAL 
EFFICIENT 

HIGH SPEED 

FOOL PROOF 

SPACE SAVING 
ADJUSTABLE LEGS FOR 
VARIABLE HEIGHTS 
ALL WORKING PARTS : 
EXPOSED FOR IN EL NO. I-A 


MOD 
SPECTION Adaptable for multiple installations 
Write for complete informa: or as an auxiliary unit. Ample capac- 
tion on all models, Larger - to wash, rinse and sanitize dishes, 
units available for greater glasses and silverware in average 
volume. hospital. 






























ON DISHWASHER COMPANY 
fared STREET CLEVELAND 5, OHIO 


NG SPECIAUSIS SINCE 1785 
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SILENT 
CONTINUOUS THERMOTIC 
ATTENTION-FREE DRAINAGE PUMP 


The automatic, attention-free operation...the com- 
pact, self-contained construction (vo cumbersome 
water-bottles!)...the easily controlled, continuous 
suction—all three of these improved features explain 
the wide use of Gomco Thermotic Drainage Pumps 
throughout the world, in hospitals, clinics and by 
the armed forces. Electrically operated, noiseless, no 
moving parts. Adaptable to all phases of drainage 
wherever gentle-acting suction is indicated. Trimly 
designed, built to traditional Gomco standards of 
quality. Ask yotr-dealer or write: 


GOMCO SURGICAL MANUFACTURING CORP. 
BUFFALO, 11, NEW YORK 


820H E. FERRY 











PURCHASING 


To qualify for set-aside quotas 
hospitals must issue purchase or- 
ders carrying the certification that 
“the materials are for use or resale 
for industrial or agricultural pur- 
poses under CPA Order M-317A.” 
Industrial and agricultural pur- 
poses have been defined to include 
“medical, surgical, or hospital 
equipment and supplies and other 
equipment and supplies (other 
than clothing) for the protection of 
public health or safety.” 

Because of the great number 
qualifying under this regulation, 
little relief is anticipated. 

The CPA, under PR 28-A, will 
consider an application for a CC 
rating for fabric, in specific quanti- 
ties not exceeding a 60-day supply, 
if the applicant clearly shows: 

1. The use of other substitute 
and less scarce materials is not 
practicable. 

2. The applicant has not been 
able, after having made all reason- 
able efforts to do so (“reasonable 
efforts” require that the applicants 


shall show evidence of having con- 
tacted at least two sources), to get 
the fabric without a rating. 

3. He cannot obtain effective as- 
sistance of other kinds. 

To secure priority ratings, hos- 
pitals should file Form CPA 2842 in 
duplicate, addressed to Civilian 
Production Administration, atten- 
tion Mr. J. G. Legory, Room 4440, 
Social Security Bldg., Washington 
25, D. C. 


Penicillin, Streptomycin 
(From the Washington Service Bureau) 

Continued control measures over 
allocations of penicillin and strep- 
tomycin were announced by the 


-Civilian Production Administra- 


tion and the producers Industry 
Advisory Committees during May. 

Penicillin must be continued un- 
der allocation despite a 40 per cent 
increase in the production of the 
drug during the first quarter of 
1946 when 4,667 billion units, 
equal to about two-thirds of the 
entire 1945 production, were manu- 





factured. Approximately one and 
one-half trillion units of penicillin 
were allocated to domestic civilian 
and export use in parenteral form 
during May compared with half 
that amount in January. 

Distribution must remain under 
allocation controls until it is pos- 
sible to supply the full needs of the 
export market without disturbing 
the domestic supply situation, in- 
dustry members advise. 

An increasing proportion of the 
limited supply of streptomycin is 
being granted on civilian appeals, 
it was announced at a recent meet- 
ing of the Streptomycin Producers 
Industry Advisory Committee as 
reported by CPA. 

Pointing out that production is 
still on a very limited scale it was 
disclosed, however, that the expan- 
sion program is progressing rapidly 
and it is expected that military re- 
quirements can be filled within the 
next few weeks and streptomycin 
made available for limited commer- 
cial distribution to civilians. 
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The desk that 1s selected 


RATHER THAN SOLD 


The "Y and E" Style Master Executive Desk in steel, finished in warm, 
harmonizing Neutra-tone gray, is the most talked about desk today 
among discriminating executives. 










Original Neutra-Tone Gray 


Foremost for more than 
sixty-five years 


YAWMAN AND ERBE MFG. CO. 


1061 Jay Street, Rochester 3, N. Y. 


Branches Agents 
n the and dealers 
larger cities ’ everywhere 
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Now Released: 

















X-RAY PROTECTION 
METHODS & DEVICES 


RAY PROOF LEAD IN- OPERATORS’ WINDOWS 
SULATED PARTITION 
133 FOL 63 <es) RAY PROOF GLASS 





beatiful Hardwood 
BEDSIDE | 
CABINETS ° 


... with Practical Features You've Needed 


This beautiful hardwood bedside cabinet is built especially for hospital 
service by Eichenlaubs’ master craftsmen. Has a commodious drawer 
in the top, and two shelves in lower section which provide ample storage 
space for sick rcom accessories. 

Its height is 34”: top 2014" x 16”. Available in walnut, rock mapie, 
or curly maple finish, with either durable wood top, or an “impervious” 
top which is acid- and alcohol-proof. Feeding trays can also be supplied. 


RAY PROOF FURRING FILM PASS BOXES 


RAY PROOF VENEER X-RAY PROTECTIVE 


PANELS SCREENS 


LEAD LATH 





LIGHT PROOF SHADES 
AND FRAMES 





LEAD COVERED NAILS 


é 
= 
ry 


PREPARED PLASTER RAY PROOF LOUVERS 


1 D7. De 0x8 0) De 81610) its) LIGHT PROOF LOUVERS 





Manufacturers of materials and products for 
X-Ray Protection and Light Proof Shades 


Write for details and descriptive folder 
Shipments can now be made 
upon receipt of order, Your 
request for quotation and 
specifications brings infor- 


mation promptly. 


ICHENLAUB 
RAY PROOF CORPORATION Saab ciate 
330 E. 26th Street New York 10, N. Y. 


Agents in principal cities 
































WHEN PERSONS 
ARE THIRSTY... 


and parched throats long for cool refreshment, what have 
you to offer? 

Can you satisfy their thirst? 

The persons for whom you provide food may boast of the 
meals you serve, but are they disappointed with the drinks 
you serve them? 

The knack of quenching thirst, and at the same time 
striking that satisfying note for the palate is easily accom- 
plished by serving— 


SEIDEL’S BEVERAGE BASE 


GET THESE FACTS ON HOW 
TO SPEED UP SERVICE 





@ When greases and fats from food, 
pots, and pans go down the drain 
line they accumulate layer upon layer 
inside the pipes, retarding drainage, 
slowing up dishwashing and kitchen 
cleanup. This delays meal service... 
often results in costly repairs. To 
prevent this from occuring, to avoid 
needless “squeezing through” meal 





Available in 4 flavors—Orange, Imitation Cherry, Party 
Punch, Imitation Grape—Just add water, Sweeten to taste. 


FURNISHING YOU— 


periods, send for the latest authori- 
tative data on Grease Interception 
— Josam Manual “A”. Tells you 
everything you need to know about 














this vital subject. Proved through 
thousands of installations. 





1. Over 21 gallons of beverage from a 2 pound 


package. 
2. A snappy and refreshing drink at a minimum JOSAM MANUFACTURING CO. - 359 Empire Building + Cleveland 14, Ohio 
of cost. JOSAM-PACIFIC CO. ° EMPIRE BRASS CC., LTD. 


SAN FRANCISCO, CALIFORNIA LONDON, ONTARIO, CANADA 
West Coast Distributors Canadian Distributors 


3. An invigorating drink without the bother of 
squeezing fresh fruit. 
Write for a trial order of 1 dozen 
2 pound packages, assorted. 


JOSAM MFG. CO., 359 Empire Bldg. + Cleveland, 0. 


Send free copy of Manual “A” on Grease Interception 





RIN Prac son sacar lavucessscicactesansuamracanévatetionensvureenaeneess 


AD SEIDEL & SON IN MAIL TO 
C. (eC i iain onccicccecikinic etn ccsiuincsane Aanvinnscanabboterntbaontadsigabinics 


1245-57 W. DICKENS AVE. CHICAGO 14, ILL. - 














JUNE 1946, VOL. 20 








PURCHASING 


Surplus Property 
Regulation Issued 


(From the Washington Service Bureau) 

A regulation providing for a re- 
vision of surplus property disposal 
methods, which in many instances 
now places sales almost out of reach 
of nongovernmental hospitals, was 
issued May 3. 

War Assets Administration Reg- 
ulation 2 establishes a new order of 
priorities: 

1. Transfer to government agen- 
cies for their own use is given pri- 
ority over disposal to all others. 

2. Disposal to veterans holding 
certificates for acquiring property 
to enable them to establish and 
maintain their own small business, 
professional, or agricultural enter- 
prises follows. 

3. Next claimant is the Recon- 
struction Finance Corporation, as 
successor to Smaller War Plants 
Corporation, for resale to small 
business. 








4. Disposal priorities to state and 
local governments for their own use 
are last. 


Regulation 14 provides a priority 
for health, education and welfare 
agencies and groups and this fol- 
lows instrumentalities before prop- 
erty is offered through commercial 
channels as specified as one of the 
objectives of the act. Under Regu- 
lation 14 an estimate of recommen- 
dations is made by the Federal Se- 
curity Agency and turned over to 
the War Assets Administration for 
screening and before offers are 
made to eligible claimants. 


Another section of regulations in- 
structs disposal agencies to set aside 
all property in certain classifica- 
tions for exclusive disposal to vet- 
erans holding certificates. Included 
in the set aside order are medical, 
surgical and dental apparatus and 
equipment including major operat- 
ing tables, operating lamps, field 
x-ray units, diathermy machines, 





dental units, dental chairs and 
dental cabinets. 


Bulletin Outlines 
Textiles Provisions 
(From the Washington Service Bureau) 


Provisions designed to give hos- 
pitals assistance in the purchase of 
textiles were outlined in Bulletin 
No. 67 by the Washington Service 
Bureau on May 8. 

As described, the Civilian Pro- 
duction Administration in Wash- 
ington advises that: 

1. OPA may issue priority rat- 
ings under Priority Regulations 
28-A. 

2. Producers of certain industrial 
type cotton fabrics have ‘been or- 
dered to set aside certain propor- 
tions of their second quarter output 
as outlined in the recently amended 
CPA Order M-317A. These chan- 
neling controls, previously in effect, 
had been lifted shortly after V-] 
Day. 





responsibility 


be over-emphasized, 


DURABLE 


beads of reanneaie 


sure permanent legibi ility. 





Your dealer can supply you 


a SOQOUT UC OOUNU URDU an 


BABY IDENTIFICATION BEADS 
umlify the hospital’s 


Their prompt use as a routine measure at delivery offers a 
positive, sanitary means of permanent baby identification. 
The dual protection afforded both mother and hospital cannot 


_— tensile arene cord and indestructible 
id glass are designed for 
serviceability. Fused-in, acid resistant letters in- 


SANITARY Both cord and beads, as a prepared necklace 

or brocelet, may be sterilized with safety before 
parts are not affected by 
repeated ee or applications of commonly 
used baby oils and antiseptics. 


PROPPER MANUFACTURING CO. 
3 10-34 44th Drive Long Island City I, N. Y. 
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FOR DEPARTMENTAL 
LINEN MARKING 


MARKOGRAPH 


MODEL ‘50”’ 
FOR HOSPITALS AND 
INSTITUTIONS 


The Markograph Model ‘'50", designed 
and built to meet the specialized re- 
quirements of hospital and institution 
departmental laundry marking, is unique 
in its chosen field because of its many 
exclusive, patented features. 





Manual, ‘feather touch" operation. Full 
vision setting in one movement. Tilt 
head with positive lock while in oper- 
ating position. Disassembled for inspec- 
tion and cleaning in seconds... and 
without tools. Deep cut, legible charac- 
ters. Designed and built for smooth 
operation and volume marking. Low 
. economical maintenance. 


Write for literature. 
You'll be glad you did. 








































LAUNDRY MARKING MACHINES 
MARK-RECORDER SYSTEMS 
REPLACEMENT PARTS © SUPPLIES 


















HOSPITALS 





- 
= 




















NO MATTER WHAT TRICKS 
THE WEATHER MAY PLAY 


THE DUNHAM SYSTEM IS 
ON TO THEM! ... 


The Dunham Differential Vacuum Heciting System is 
not an “on and off” control, it circulates a continuous 
flow of steam at variable sub-atmospheric pressures 
—provides control of both steam temperature and 
steam volume. Ordinary systems must circulate steam 
at a minimum of 212° F. Dunham circulates steam 
from 212°F. or higher to as low as 133°F., thus 
permitting the system to automatically compensate 
for fluctuations in outside weather. Circulating steam 
at lower temperatures prevents troublesome over- 
heating of building interiors with attendant wasted 
fuel and health hazards. Write for Bulletin 632. 
C. A. DUNHAM COMPANY, 450 East Ohio Street, 
Chicago 11, Illinois. 
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FOOD SERVING 
EQUIPMENT 


* Custom-bilt 
by Southern” : 


Manufacturers of 


ELECTROMATIC HOT 
FOOD TABLES 


CANTEEN FOOD TRUCKS 


DISH, SCULLERY AND 
KITCHEN SINKS 


DIET KITCHEN SINKS 
AND CABINETS 


STEAM JACKETED 
KETTLES 

MEAT ROASTING 
KETTLES 


PANTRY AND SALAD 
COUNTERS 


REFRIGERATED WORK 
TABLES 

BAKERS’ WORK TABLES 

VEGETABLE BIN TABLES 

CAFETERIA COUNTERS 

LUNCH COUNTERS 

SHORT ORDER STATIONS 

SAUCE PAN RACKS 

CANOPIES 

BAIN MARIES 

STEAM TABLES 

REFRIGERATORS 

COFFEE URNS 

URN STANDS 

WORK TABLES 

PLATE WARMERS 

BACK COUNTERS 

CEREAL COOKERS 


COMBINATION 
COOLERS 


WATER COOLERS 
FOOD CONVEYORS 
TRAY CONVEYORS 
DISH TABLES 

DISH TRUCKS 
COLD PANS 
PASTRY CASES 


Check your needs now! 

















JUNE 1946, VOL. 20 


outhern EQUIPMENT CO: 
5017 SOUTH 38TH STREET ST. LOUIS, MISSOURI 


DALLAS MIAMI BOSTON PITTSBURGH 




















Personal oNews 





HAROLD T. PRENTZEL has been elected to 
fill the newly created position of executive 
director of the Montgomery Hospital, 
Norristown, Pa., effective July 1. He was 
also elected as a member of the board of 
trustees. Mr. Prentzel recently resigned the 
positions of business manager of Friends 
Hospital, Philadelphia, and administrator 
of White Haven (Penn.) Sanatorium, as 
was reported in the April issue. 


Dr. Howarp H. JOHNSON, medical direc- 
tor of St. Luke’s Hospital, San Francisco 
since 1923, retired recently. Dr. Johnson 
entered army medical sérvice in 1906. He 
was in charge of hospital organization and 
administration during 1917-18; in com- 
mand of evacuation and mobile hospitals 
during the Chateau Thierry and Meuse- 
Argonne offensives in 1918; managed Gen- 
eral Hospital No. 21 at Denver in 1919 
and Tripler General Hospital in Honolulu 
from 1919 to 1923. 

Dr. Johnson is a member of the Associa- 
tion of Western Hospitals and the Ameri- 
can Hospital Association. He was a foun- 
der and the first president (1935) of the 
Association of California Hospitals. He is 
a pioneer of group hospitalization in Cali- 


fornia and was the leader in bringing joint 
support from the medical profession and 
hospitals. As president of the Association 
of California Hospitals in 1935 he was 
instrumental in having enacted a special 
chapter of the state insurance code which 
made Blue Cross plans possible. 





Dr. JOHNSON Mr. OLNEY 


V. W. Otney has succeeded Dr. Johnson 
as director of St. Luke’s Hospital. Mr. 
Olney was superintendent of St. Francis 
Hospital, San Francisco, from 1931 to 
April 1946; superintendent of French Hos- 
pital, San Francisco, from 1927 to 1931; 
business manager of St. Luke’s Hospital, 
San Francisco, from 1923 to 1927; and 
chief accountant, Lane and Stanford Uni- 





versity Hospitals from 1920 to 1923. He 
is a member of the American College of 
Hospital Administrators and the Associa- 
tion of California Hospitals. 

O. N. Boorn, comptroller of St. Francis 
Hospital, San Francisco, since August 1943, 
assumed his duties as superintendent of 
that hospital on 
April 15. From 1932 
until 1936 Mr. 
Booth was employed 
at the Security-First 
National Bank of 
Los Angeles; from 
1936 until 1940 he 
was employed at 
California Trust 
Company; from 
1940 until 1941 he 
was bookkeeper for 
the Los Angeles 
Office of the Gen- 
eral Steamship Company; in 1941 he re- 
turned to the California Trust Company 
to handle Real Estate Loan payments. In 
May 1942 Mr. Booth accepted the position 
of chief accountant of Children’s Hospital] 
and shortly afterward he was promoted to 
business manager, which position he held 
until he became comptroller of St. Francis 
Hospital. Mr. Booth is a member of the 
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CONVENIENT 


departments. 


EFFICIENT. 


Self-controlled electric turbine requires no special 
plumbing, no continuous hot water supply; and per- 
mits instant regulation of subaqua massage intensity. 


ADAPTABLE. 


Special engineering features allow hydrotherapy not 
only of arms and legs, but also of hips and lower spine. 


RECOGNIZED 


OMASSAGE 


Easily moved, it brings physical therapy to the patient 
reducing burden on overcrowded physical therapy 
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Over 5000 in use in Civilian and Government Hospi- 


tals, and Army, Navy and Veterans’ Administration 


institutions. 


ILLE ELECTRIC CORPORATIO 


30-06 33rd STREET, LONG ISLAND CITY, N.Y. 


N | 


Write today for medical reprints, comprehen- 
sive brochure illustrating technique of 
application, and catalog on the new 
improved models of Ille Hydromas- 
sage Subaqua Therapy Tanks. 
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They sito hamelgelel-mrel ecole 
politics or personalities, but on 
the subject of soap for patient 
care — hospital superintendents, 
purchasing agents and nurses 
are in complete accord. Yes, all 
three agree on C.P.P.! They 
know from experience that 
Colgate-Palmolive-Peet has a 
cYolo] oom sim =) 4-18 Mil-1-te acolo) (felt) 
every patient. 













Call in your local C.P.P. representative and ask him to quote you 
prices on the sizes and quantities you need, or write direct to: 


COLGATE-PALMOLIVE-PEET COMPANY 


JERSEY CITY 2,N.J. © ATLANTA3,GA. © CHICAGO 11, ILL. ¢ MILWAUKEE 4, WISC. « KANSAS CITY 3,KANS. © BERKELEY 2, CALIF. 
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Public Health Committee, the San Fran- 
cisco Junior Chamber of Commerce, the 
Association of Western Hospitals and the 
American Hospital Association. 


Mrs. FREDERICA CONSIGNY, R.N., has re- 
signed as superintendent of Christ’s Hos- 
pital, Topeka, Kansas, effective June 15. 
Mrs. Consigny plans to spend the sum- 
mer in Estes Park, Colo., returning to 
hospital administration work again about 
September 1. 


Ray E. Brown, formerly assistant super- 
intendent of the University of Chicago 
Clinics, has succeeded Dr. G. Otis White- 
cotton as superintendent. Mr. Brown, who 
was appointed to the hospital staff in Sep- 
tember, 1945, was superintendent and pro- 
fessor of hospital administration at the 
North Carolina 
Baptist Hospital of 
the Bowman School 
of Medicine, Wins- 
ton Salem, N. C., 
from 1943 to 1945. 
He served as coun- 
ty manager of 
Cleveland County, 
Shelby, N. C., from 
1937 to 1940, and 
superintendent of 
Shelby Hospital 
from 1940 to 1942. He holds a master’s 
degree in hospital administration from the 
University of Chicago and a bachelor of 





science degree from the University of 
North Carolina. Mr. Brown is a member 
of the American Hospital Association. 


Evert E. Moony, who for the past three 
and one-half years served as a captain in 
the Medical Administrative Corps of the 
United States Army 
at Nichols General 
Hospital, Louisville, 
Ky., is now director 
of the Lakeshore 
Hospital, New Or- 
leans, La. Prior to 
his military service 
Mr. Moody was 
superintendent of 
the Dodge County 
Hospital, Fremont, 
Neb., and superin- 
tendent of Greene County Hospital, Jeffer- 
son, Iowa. Mr. Moody is a member of the 
American Hospital Association. 


CoLoNEL Harowp B. HILTon was recent- 
ly appointed executive officer at the Vet- 
erans Administration Hospital, Bedford, 
Mass. Colonel Hilton, who has been with 
the Army Medical Department for 25 
years, recently returned from Tokyo 
where he was executive officer at the Med- 
ical Division of the U.S. Strategic Bomb- 
ing Survey. He is a member of the Amer- 
ican College of Hospital Administrators, 
American Public Health Association, 
Association of Military Surgeons, and the 
American Hospital Association. 





Captain GEorGE E. PEALE, formerly as- 
sistant superintendent of California Hos- 
pital, Los Angeles, has been discharged 
from military service and assigned as 
chief administrative assistant at Califor- 
nia Hospital. He has also been given the 
position of assistant general manager of 
the Lutheran Hospital Society of South- 
ern California, operating three institu- 
tions in Southern California. Mr. Peale 
joined the Army Medical Administrative 
Corps early in 1942 and had been assigned 
to various hospitals in this country; the 
last few years he had been in the Pacific 
area, his last assignment being at the 
Army Base Hospital on Okinawa. 


Tuomas J. Hunston assumed his duties 
as superintendent of the George F. and 
Mary A. Robinson Memorial Hospital, 
Ravenna, Ohio, effective April 16. Mr. 
Hunston succeeded 
Frank W. Hoover, 
who resigned. Mr. 
Hunston was _ for- 
merly connected 
with the City Hos- 
pital of Cleveland 
as chief accountant 
and later assistant 
director. In 1942 
Mr. Hunston was 
commissioned as a 
lieutenant in the 
Medical Administrative Corps. He is a 
member of the American College of Hos- 
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NLAND Hospital Fur- 

niture is built’ to 
please by assuring un- 
excelled beauty and 
practical trouble-free 
service. Expertly crafted 
in everlasting steel—in 
assorted finishes—Inland 
Furniture has proved its 
ability to resist stains 
and impact damage. 

In addition to _ the 
strength, the durability, 
and the fire resistance of 
steel, Inland Hospital 
Furniture has smooth, 
easy-to-clean surfaces. 
No other type of furni- 
ture offers so many ad- 

vantages at moderate cost. 

Inland Furniture pleases the patient and earns the 
praises of administrators. That is why hundreds of hos- 
pitals specify Inland. 










HOSPITAL 
FURNITURE 
BY INLAND 


Member Hospital Industries Association 


INLAND BED COMPANY 


MANUFACTURERS 


3921 S. Michigan Ave. ‘ib) Chicago 15, Illinois 








Strong, efficient, econom- 
ical, accurately machined, 
handsomely finished in chrome 
plating. The jars hold one 








quart soap each. Discharge Pd 
spouts fully rotary. These dis- Levernier 
pensers are equipped with ae 


plastic pump pistons, no 
leather, no rubber. 


Write Dept. H646 for full particulars 
also circular showing the Levernier 
Portable Alcohol Dispensers. 


Own your own Dispensers—Buy our soap at 
a price "that is not padded'’ to cover the 3 
extra cost of loaning Dispensers. To pur- “8 " 
chasers of our Surgical Soap we distribute 


the cost of these Dispensers over a six months period—you own the Dispensers. 
Write us—the plan is excellent for you. 


THE LEVERNIER LABORATORIES, Inc. 


Capable of Serving You—Worthy of Your Patronage 
SYRACUSE, INDIANA 
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pital Administrators, the Ohio Hospital 
Association, and the American Hospital 
Association. 


LYNNE WIGEN, R.N., superintendent of 
the Pocatello (Idaho) General Hospital 
since 1940, has resigned. 


Dr. J. B. WuitTINcTON, director of the 
Three City Hospital System, Winston- 
Salem, N. C., will move his offices to the 
City Hall. Under the new arrangement it 
will be possible for Dr. Whittington to 
give more time to actual directing and he 
will also have ample time to spend on 
plans and other details incidental to 
building the new City-County Hospital. 

A. D. KINcarD, Jr., who has been assist- 
ant director of the City Memorial Hos- 
pital since 1941, has been promoted to the 
position of administrator of that unit of 
the system and will be in charge there 
effective immediately. 

EuGENE H. BRADLEY has been appointed 
administrator of the Kate Bitting Rey- 


nolds Memorial Hospital as of July 1. 


Promotion of Mr. Kincaid and selection 
of Mr. Bradley were made by Dr. Whit- 
tington and approved by the _ hospital 
commission. Mr. Kincaid and. Mr. Bradley 
will be accountable to the commission 
through Dr. Whittington who will be 
executive director of the system. 

Dr. Whittington assumed the superin- 
tendency of the City Memorial Hospital 
22 years ago. When the Kate Bitting Rey- 
nolds Memorial Hospital was opened in 
1938 he was advanced to director of the 
system. 





MADELYNE STURDAVANT, executive secre 
tary of the Texas Hospital Association and 
editor of Texas Hospitals, will join the 
full-time staff of James A. Hamilton & 
Associates, hospital consultants of New 
Haven, Conn. For 12 years Miss Sturda- 
vant was assistant director of the Meth- 
odist Hospital, Dallas, Tex. 


Deaths 





Boris FINGERHOOD, superintendent emer- 
itus of the Israel Zion Hospital, Brooklyn, 
and nationally known as one of the coun- 
try’s leading hospital administrators, died 
on April 27. 

Mr. Fingerhood, who was one of the 
founders of Israel Zion Hospital, became 
its superintendent 
in 1920, a position 
he held until five 
years ago when he 
retired, following a 
heart attack. He 
was one of the 
founders anda 
member of the Am- 
erican College of 
Hospital Adminis- 
trators; a former 
president of the 
Hospital Association of the State of 
New York and the Hospital Council of 
Brooklyn; an officer of the Associated 
Workmen’s Circle; and a life member of 








the American Hospital Association. Mr. 
Fingerhood was the author of two stand- 
ard books on hospital administration— 
“A Minimum Standard for Dispensaries,” 
and “Hospital Service and the Physician.” 
He also contributed numerous articles to 
Modern Hospital, Hospital Management, 
and HospirALs. 


ANNE YOUNGER PEEBLES, director of 
nurses of Woman’s Hospital, Detroit, 
Michigan, died April 8. Miss Peebles was 
a veteran of World War I, having served 
from 1914 to 1919. For her services in 
France she was awarded the Croix de 
Guerre. Later, when transferred to the 
Scottish Woman’s Hospital Unit in Ser- 
bia, she received the Royal Red Cross. 

Miss Peebles came to America in 1924. 
After further study of obstetrics under 
Dr. Joseph DcLee, she organized the ob- 
stetrical department of Illinois Central 
Hospital in Chicago. In 1929 when the 
Woman’s Hospital in Detroit was opened, 
Miss Peebles organized its obstetrical divi- 
sion. In 1931 she was promoted to direc- 
tor of nurses. 


Dr. JOSEPH SERGI KASANIN, director of the 
the phychiatry department of Mount Zion 
Hospital, San Francisco, died at the hos- 
pital on May 4. 

Since 1930 Dr. Kasanin had been a staff 
member of the hospital, where he estab- 
lished a Child Guidance Clinic. During 
World War II he was psychiatric consul- 
tant to the Army’s Ninth Service Com- 
mand, and he was active in setting up a 
rehabilitation clinic for veterans. 
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HANKEES 


HANKEES have been the favorite in hospital rooms for 
many, many years. Patients like the fine All White Cellu- 
lose because it’s strong—absorbent—yet soft and gentle 
to the skin. HANKEES are economical too—their handy 
dispenser box releases just one double tissue at a time. 
The next time you order, look for the finer quality— 
insist on DEBS HANKEES. 
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Patients are more critical than healthy people—particu- 
larly about their food and the way it is served. Favorable 
comments from patients indicate a wholehearted accept- 
ance of Lily paper Cups and Containers. Isn’t this “Food 
Service Therapy”? 

Patients have no fear of cross-contamination with paper 
service. They like its quietness and the way the insulating 
qualities of paper maintain temperatures of hot or cold 
foods and beverages. 

The light weight of trays containing Lily Cups and 
Dishes is appreciated by the floor staff . . . collection and 
disposal is effortless. Sterilization and washing of dishes 
are eliminated. Accompanying expenses are reduced, 
including payroll, equipment, replacements, washing 
compounds and fuel costs. 

Paper service saves time and labor. A wide range of 
styles and sizes makes it easy to portion accurately and 
economically. Hospitals now using paper service tell us 
that the advantages more than offset the cost. 

May we send you a Hospital Kit with our compliments? 
It contains an assortment of items that have been suc- 
cessfully used in hospital feeding. LILY-TULIP CUP 
CORPORATION, 122 East 42nd Street, New York 17, 
N. Y.—1325 St. Louis Avenue, Kansas City 7, Mo.—2600 
East 12th Street, Los Angeles 23, Cal. 


LILY-TULIP CUP CORPORATION 


; IP. 122 East 42nd Street, New York 17, N. Y. 
1 y \ , we I am interested in saving with paper service. Please rush me a Lily-Tulip 
\. \\ Y. al I U ERS Hospital Sample Kit. 
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Peter D. Ward, M.D., Charles T. Miller Hospital, St. Paul 2 
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POSTOPERATIVE FOOTNOTE 


"In most instances alcohol given intravenously 
postoperatively can replace the usual doses of 
morphine or other narcotics.’”* 


Intravenous administration of therapeutic doses of ethyl alcohol for post- 
operative analgesia has been found to relieve pain in many cases without the need 
of an opiate such as morphine and without the side-effects of nausea, vomiting, 
acidosis or headache. Behan* reported that in 30 consecutive cases observed from 
March 19 to July 13, 1944, in which he gave alcohol intravenously, it was necessary 
in only five cases to bolster the effect of the alcohol with morphine to relieve 
pain. @ Alcohol 5% v/v in Beclysyl, the latest addition to Abbott’s widely 
known group of Beclysyl solutions, is designed for intravenous anal- 
gesic and caloric use. In addition to ethyl alcohol, it contains dex- 
trose and three factors of the vitamin B complex known to be 
required for the normal functioning of the body—thiamine, 
riboflavin and nicotinamide. These three factors are likely to 
be depleted in patients who have had a long illness before an 
operation. Alcohol 5% v/v in Beclysyl is supplied in 1000-ce. 
standard Abbott containers (light protected), which are adaptable 
to accessories used with Abbott Intravenous Solutions. 


ABBOTT LABORATORIES, North Chicago, Illinois. 


*Behan, R. J. (1945), Ethyl Alcohol Intravenously as a 
Postoperative Sedative, Am. J. Surg., 69:227, August. 





Alcohol 5% ! in 














(Abbott's Alcohol 5% with Dextrose 5%, Thiamine, Riboflavin and Nicotinamide in Isotonic Sodium Chloride Solution) 
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All the Teas of the world were carefully consid- 
ered before selecting for Sherman Blend—flowery 
orange pekoe—to make it the finest and most 
pleasing tea that could be served. The difference 
in cost per serving between this extraordinary tea 
. ° . e ° GOOD FOOD FOR 
and a commonplace variety is so infinitesimal eae euaailin 


that you will profit by offering your guests this 


real taste sensation. JOHN SEXTON & CO, 146 
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